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Body of Abstract
This paper identifies the major differences for social work roles in a virtual environment as
compared to traditional environments, and provides a list of recommendations that may support
the formulation of best practices for the “virtualist” social worker. The most essential roles for
“virtualist” social workers are those of enabler, negotiator, and broker. Best practices for
successful functioning as a social worker in a virtual environment includes the ability to: 1)
create trust by establishing a “virtual presence”; 2) employ ICT to communicate effectively; 3)
recognize importance of verbal elements and barriers to communication by phone; 4) adhere to
professional standards for technology use; 5) be cognizant of need for patient protection and
conformance to ethical standards of the profession.
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Chapter 1
Introduction and Problem Statement

Information communication technology (ICT) is changing routine daily processes across
American society. For example, shopping via Amazon, viewing movies in the home environment
through the use of Netflix, scheduling transportation with Uber, maintaining personal and
professional relationships via Facebook, reviewing children’s homework assignments by using
the school website, and scheduling medical appointments and checking test results by using
patient portals. ICT are technological, communicative resources that enables functionality,
accessibility, and interconnectedness through information sharing, information management and
communication (Craig & Lorenzo, 2014). The use of this method of technology is showing
consistent growth across society in various service environments.
Statistics from the Pew Internet Project noted by Smith (2012), shows that “88% of
American adults now have a cell phone, 57% have a laptop computer, 19% own an eBook
reader, and 19% have a tablet” (as cited in Sledge, 2013, p. 20). In addition, according to these
numbers, 54% of American adults with a disability continue to use technology in spite of barriers
attributed demographics, geographical locations, and disability status (Sledge, 2013).
Furthermore, in 2015, it was reported, “more than 2 billion personal computers are in use,” and
there are more than 3.2 mobile technology users around the world (Berzin, Singer, & Chan,
2015, p. 4). ICT connects populations in disadvantaged or remote areas. It also enhances the
functionality and manageability of workloads for many professions including medical care.
Medical care is increasing the use of ICT to the extent that a Viewpoint paper in the
Journal of the American Medical Association recently raised the issue of the potential need for a
new medical specialty, the “Medical Virtualist” (Nochomovitz & Sharma, 2018). The author
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defines medical virtualist as physicians who spend most or all of their time caring for patients
through a virtual medium (Nochomovitz & Sharma, 2018). For the purpose of this paper, the
consideration of the medical virtualist is being extended to the medical social worker who
practices virtually yet has not been brought to the forefront of the healthcare industry?
In 2002, McCarty and Clancy asserted that almost any role a social worker performs
face-to-face can be facilitated online. This theory has been supported through evidence of the
emergence of positions such as social workers practicing in a care navigation unit (CNU). A
CNU is a medical group responsible for the coordination of care for patients with complex

chronic conditions, such as patients in renal failure who require dialysis. These professionals are
medical social workers who practice in a virtual environment. In addition, they work alongside a
team of clinical service operators, registered nurses, and health plan service operation specialists,
known as coordinators. CNU social workers perform consultation, coordination, counseling,
assessments, research, problem solving, education, supervision, and many tasks traditionally
performed in a social work field setting.
There is no evident literature or model that defines a clear distinction of social work
practice in the traditional, face-to face setting, as compared to the virtual environment.
However, there is current literature that supports the claim that use of ICT in social work
practice adds value through the stages of planning, engagement, intervention, provision,
management of health and human services and aides in improved patient satisfaction and health
outcomes (Craig, 2014; Sledge, 2013). Nevertheless, it neither identifies how social work
practice differs in face-to-face versus virtual settings, nor is there clarity about what constitutes
“best practice” in a virtual environment. As a result, the objectives of this paper are to:
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1) Identify the major differences for social work practice in a virtual environment as
compared to traditional environments, and
2) Provide a list of recommendations that may support the formulation of best practices
for the virtualist social worker.
The following sections of this paper will examine the background of the topic through

studies that predicts the benefits of the integration of ICT in social work practice. A brief review
of general social work practice skills is included along with examples from a day in the life of a
social worker in a virtual environment. Furthermore, the essence of practicing social work in a
virtual environment, to include best practices, preferred skill set, and special concerns about
ethics in a virtual environment will be explored. Lastly, recommendations for future research are
considered in the context of further development of a model for social work practice in a virtual
setting.
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Chapter 2
Literature Background
Studies that Predicts the Benefits of the Integration of ICT in Social Work
There have been articles written in the years of 2014 and 2015 that predicted the
possibilities of what social work practice could look like with the integration of ICT. In Craig
and Lorenzo’s (2014) article, “Can Information and Communication Technologies Support
Patient Engagement? A Review of Opportunities and Challenges in Health Social Work,” and

Berzin, Singer, and Chan’s (2015) article, “Practice Innovation through Technology in the digital
Age: A Grand Challenge for Social Work,” the researchers forecast benefits resulting from the
concoction of Social Work Practice and ICT. The benefits include:
•   Transform the Professional-Client Relationship,
•   Improve Accessibility and Case Management,
•   Reshape Interprofessional Communication and Collaboration,
•   Aide in Unanticipated Assessments, Decision Making, and Interventions,
•   Refine Patient Self-Management,
•   Promote Patient Self-Efficacy.
Transform the Professional-Client Relationship
Berzin, Singer, and Chan’s (2015) asserts that a great way ICT can make progress in
social work practice over the next decade is to “reshape the professional client relationship” (p.
11). This would be done by considering rethinking the boundaries of the professional relationship
between the practitioner and client (Berzin, Singer, & Chan’s, 2015). Considerations for new
boundaries include new approaches to the professional-client relationship, new forms of
communication, and new thinking of social work roles (Berzin, Singer, & Chan’s, 2015). A social
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worker’s approach in the electronic age should incorporate functional features of a patient portal,
social site, or through telephonic interactions that accept, reject, or specify types of connection
he or she limits (Berzin, Singer, & Chan’s, 2015). This assist in the ability to create space for
redefined “relationships and new boundaries for clients and professionals” (Berzin, Singer, &
Chan’s, 2015, p. 13). This new define space between the client and professional enables a gate
way to establish networks of support, navigate through sub systems of support, increase
accessibility of resources, and manage cases in an astute manner, that overall, benefits the client.
Improve Accessibility and Case Management
One of the earliest forms of ICT used in health care and social work is telehealth
(McCary & Clancy, 2002). “The Health Resources and Services Administration (HRSA) of the
U.S. Department of Health and Human Services defines telehealth as the use of electronic
information and telecommunications technologies to support and promote long-distance clinical
health care, patient and professional health-related education, public health and health
administration” (HealthIT.gov, 2017, para 1). According to Dixon, Hook, and McGowan (2008)
twenty percent of the U.S. population live in rural areas, “only nine percent of physicians and 10
percent of specialist practice in these areas” (p. 1). Telehealth makes access to health care easier
to underserved, at-risk populations and remote areas that lacks resources and long-standing
shortage of social workers and other health professionals. Telehealth aims to:
1)   reduce geographical barriers to care,
2)   improve access and consultation with specialist, and
3)   reduce costs of transportation (Dixon, Hook, & McGowan, 2008).
Integrating ICT into social work practices enables individuals with barriers of
communication, transportation, and other disabilities to access services via internet, cell phone,
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or in any virtual reality setting (Berzin, Singer, & Chan’s, 2015). For example, in an End Stage
Renal Disease (ESRD) Seamless Care Organization (ESCO), the Care Navigation Unit help
make health care easier by enabling access to a team of specialized dialysis nurses, care

coordinators, and social workers twenty-four hours a day, seven days a week virtually. The CNU
assists patients on dialysis in many ways to include scheduling appointments, arranging
transportation, researching and coordinating the right care. Non-adherence to dialysis treatment
is a major issue many patients on dialysis struggles. In many cases, the root cause of nonadherence to dialysis treatment stem from transportation issues, or lack of transportation
resources. With the use of ICT, the CNU is able to connect ESRD patients to a transportation
service to provide short term or and assist with long term transportation solutions, in order to
eliminate missed treatments and reduce risk of hospitalization. PCC provided by the CNU does
not only meet the needs related to dialysis, but all needs from every aspect of patients health and
well-being to include cardiac, endocrinology, podiatry, dental, mental, social and more. When
patients are able to access care better, patients can receive treatment for acute conditions sooner
and care for chronic conditions can be managed better (Dixon, Hook, & McGowan, 2008). A
study conducted by Gellis et al. (2012) revealed that the delivery of case management services
through the utilization of tele-health technology, such as downloadable software, and a computer
with a webcam, improved patient outcomes by connecting older individuals with chronic
illnesses with nurses who were able to educate and provide necessary information regarding the
condition (Craig & Lorenzo, 2014). This resulted in reduced or avoided trips to the emergency
room (Craig & Lorenzo, 2014). The
Individuals with complex, chronic needs requires more of a subtle approach in
coordination of services. According to Schnall, Gordon, Camhi, and Bakken (2011), ICT such as
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web-based systems that contains patient information is a possible solution in easing the burden of
managing high caseloads (Craig & Lorenzo, 2014). In Ruggiano et al (2012) study, a web-based
intervention, a home care portal, was developed to assist in communication and connectedness
between nurses, physicians, case managers for the exchange of important or necessary
information and medical records (Craig & Lorenzo, 2014). The outcomes of this intervention
resulted in improved coordination and increased timeliness (Craig & Lorenzo, 2014). This is
evidence to show that ICT does not influence availability only; it affect the timing and degree of
interactions between the client and professional and between multiple disciplines (Berzin, Singer,
& Chan’s, 2015). Timeliness is an important factor in building trust, reshaping
interprofessional communication and collaboration.
Reshape Interprofessional Communication and Collaboration
Like fragmented care, fragmented communication is also an issue in the health industry
the affects costs, transitions of care, and quality of care. A survey developed by the Agency for
Healthcare Research and Quality (AHRQ) on Patient Safety Culture, revealed that 42% of the
hospitals “reported that things fall between the cracks when transferring patients from one unit to
another and problems often occur in the exchange of information across hospitals” (NTOCC,
2010 para 5). This further leads to duplication of services, medication errors, inefficiencies in
diagnosis, lack of follow through, and significant financial burdens (NTOCC, 2010; Craig &
Lorenzo, 2014). Researchers encourage use of ICT in professional practice because its ability to
improve communication, reduce fragmentation, and facilitate collaborative problem solving
(Retchin 2008; Craig & Lorenzo, 2014). For an example, having the ability to immediately to
reach a team member or other professionals collectively, in a CNU via skype, email, or phone
enables prevention and intervention efforts and leverage an extra layer of support regarding
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patients care (Craig & Lorenzo, 2014; Berzin, Singer, & Chan’s, 2015). The benefits related to
the inclusion of ICT along with these best practices are:
•   “perceived improvement by patients care team members,
•   decreased interruptions to patient care, and
•   reduced response time” (Wu et al. 2014; Craig & Lorenzo, 2014, p. 848).
Enhanced communication, reduced fragmentations, collaborative problem solving aide in
unanticipated assessments, informed decision making, and better selection of interventions.
Aide in Unanticipated Assessments, Decision Making, and Interventions
ICT provides social workers with access to real-time assessments, intervention, and
evaluations (Kumar et al.; Berzin, Singer, & Chan’s, 2015). CNU social workers can access an
ICT interface application called PANELs that provide real time information in regards to a
dialysis patient’s, attendance to treatment , or whether or not the dialysis patient is his or chair,
laboratory tests, and comorbids that increase the risk for hospitalization, or recurring
hospitalizations. This application pulls information from the dialysis clinic’s electronic health
record program, e-cube clinicals, to prompts staff for screen patients, to alert staff to provide
preventative care services, and to better manage chronic conditions.
For an example, a CNU social worker can open up the PANELs application and
determine whether a dialysis patient is in his chair at the dialysis clinic. If the pt. is not in his
chair, this would prompt a CNU social worker to investigate and assess why the patient is not at
treatment. At this point, the CNU Social Worker may access the clinic’s documentation system,
e-cube clinicals to determine if the patient, patient’s family, friend, or hospital for why patient is
not present at treatment has notified the clinic. If there is no documentation of patient skipping
treatment or if documentation reflects that, the patient was a no call no show. A brief chart
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review would be completed in that instance to determine any history of mental, psyche, or
behavioral needs. If there is a history of mental or psyche needs, the social worker then can

choose the most appropriate intervention, or approach based on pt.’s given history. The next step
would call for the social worker to intervene and begin reaching out to the patient telephonically.
Once the patient	
  s reached and communication have been initiated, and behavioral intervention
has been implemented (only if necessary) to address reason for skipping dialysis treatment. If
medical needs are determined such as pt. experiencing shortness of breath, or feeling dizzy, an
intervention specialist, a RN, can be pulled in to intervene. The RN would be notified to
intervene through use of ongoing messages business skype. In other words, this would require
the social worker in the virtual environment to be skilled at multi-tasking. Furthermore, the CNU
RN would provide necessary information and guide to increase stability, and direct pt. to an ER
or to dialysis clinic. Both the nurse and social worker would work collaboratively to connect pt.
with the appropriate resources and ease process of transition to ER or dialysis clinic. At times,
these events can be anticipated or unanticipated, either way, action must be taken immediately
and an efficient manner utilizing best practices for the given situation. Research asserts that
inclusion of ICT with such practices saves time, which improves clinical decision making; and
eliminates redundancy of reporting by patient, which improve patient satisfaction (Craig &
Lorenzo, 2014). Patient satisfaction increases patient empowerment, which promotes patient
self-management. Lau (2002) confirms this by asserting that patient empowerment in health care
“promotes autonomous self –regulation”
Supports Patient Centered Care
Patient centered care (PCC) is one of the main ingredients of increasing patient
satisfaction, improving outcomes and quality. The Institute of Medicine (2001) recognizes PCC
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as a “key aspect if high-quality care” (Fix et al., 2018, p. 301). Evidence –base practice has
shown that there are correlations between PCC and increased adherence, improved health

conditions, and decreased healthcare utilization (Fix et al., 2018). In contrast, to the traditional,
provider-driven approach that is primarily based on the experiences of the clinicians, ICT can
contribute to the patient focused objectives of PCC (Craig & Lorenzo, 2014). In addition, ICT
can help increase engagement, collaboration, and empowerment in the PCC approach.
For an example, to meet the needs of patients on dialysis, accountable care organizations
composed of nephrologists, dialysis clinics, and health partners, may distribute patient
satisfaction, self -report surveys using tablets during dialysis treatment. The surveys gather
information about a patient’s health and well-being from a holistic standpoint, including
psychosocial needs as well as help seeking behavior. This information can be flagged, generated
on a report, and distributed to the dialysis clinic medical social workers to further assess,
intervene, or provide updated information on services as needed. Alternatively, if the patient is
followed by a CNU, the clinic social worker can contact the CNU Social worker for further
follow up as an extra layer of support. Also, adding to the factor of informed patients can make
Before social work was practiced in the macro and mezzo domains, the roots of social
work practice has stemmed from serving individuals at the micro level. This means meeting the
individual where they are as a starting point, and collaborating with him or her to address
barriers, connect to resources, and develop coping mechanisms; all to improve outcomes, prevent
disease, and prepare for self-management. Disease prevention and improved self-care has been
linked to the use of ICT (Nalin, Verga, & Saranumi, 2013).
Refine Patient Self-Management
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One of the main goals of many patients with chronic conditions is to achieve optimal

independence in functioning in every aspect of health and well-being. The aspects of health and
well-being includes mental, physical, social, sexual health and finances. ICT such as smartphone
health applications, telematics, web-based information systems, and or patient portals, improves
opportunities for self-management and enables those with chronic conditions to have a better
quality of life (Berzin, Singer, & Chan’s, 2015; Craig & Lorenzo, 2014).
For an example, patients on peritoneal dialysis (PD), a form of dialysis treatment
performed at home verses at a dialysis clinic, have a convenient way to manage their kidney
health through use of an online patient portal. The innovation of this patient portal takes patient
centeredness to a new level. The patient portal integrates patient health information (PHI) that’s
usually documented by a health care personnel such as immunizations, weight, medical, and
medication history with real time assessments completed by the patients (Craig & Lorenzo,
2014). Patients on PD is able to input records of the day he or she started their treatment, how
many exchanges he or she performed, the solution type use, the bag size, and drainage amount,
into their own medical record. Social workers who manage patient on PD are alerted on the
home support dashboard about the patient’s treatment. The patient portal makes it easier for PD
patients to be more engaged with their kidney health by having the ability to :
•   access to lab results and treatment data 24/7
•   track labs and trends to establish personalized treatment goals
•  

manage and plan ahead for their supply orders, and lastly,

•   to be more connected with his or her IDT.
The patient portal enhances patient self-management by enabling independence and control of
knowing the statistics to make informed choices for improved health and quality of life. The
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patient portal can be access through computers, tablets, or any mobile device. Accessing the
patient portal or any health application through use of ICT allows individual to personalize
interventions, manage health outcomes, and supports patient centered care (Craig & Lorenzo,
2014).
Promote Patient Self-Efficacy

“The belief that one is capable of performing in a certain manner to attain certain goals”
is the definition of self-efficacy (Zastrow, 2014, p. 276). A patient’s belief that change is
possible is an important motivator to achieving their goals (Zastrow, 2014). Self-efficacy allows
patients to focus on what is most important to him or her regarding his or her health. A patient’s
sense of self-efficacy enables them to view their health or health care from a different lens to
direct services based on perceived priorities (Craig & Lorenzo, 2014). This also ties into
improved patient self-management as mentioned in the previous section. ICT integrated with
social work practice empowers patients to identify and priorities their own needs through
generated data from self-assessments on software and mobile applications. The identification of
unmet needs can prompt new measures and methods of practice that can be strengthened with
ICT (Murray et al.; Craig & Lorenzo, 2014).
A Brief Review of General Social Work Practice and Skills
Social work is a multi-skilled profession. “Social Work is the professional activity of helping
individuals, groups, families, organizations, and communities to enhance or restore their capacity
for social functioning and to create societal conditions favorable to their goals” (Zastrow 2014, p.
42). In other words, the social work profession is directed to manage a wide range of common to
complex problems while empowering clients within a social justice infrastructure (Zastrow,
2014; Craig & Lorenzo, 2014). The general skill set needed by social workers to handle these
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complex problems includes relationship building, interviewing, problem solving and referral
(Zastrow, 2014). In addition, social workers need to have research skills, be knowledgeable of
how to address ethical and legal matters; and most importantly, have the ability to counsel
effectively (Zastrow, 2014).

Social Workers must view the patient from an ecological systems perspective and apply the
person-in-environment concept. This model allows social workers to operate from the strengths
perspective to help clients identify their strengths and use them effectively to resolve their
difficulties (Zastrow, 2014). The strengths perspective highlights one’s abilities,
accomplishments, beliefs, values, interests, and aspirations (Zastrow, 2014). The strengths
perspective is used ongoing throughout all phases of social work practice. Working from the
strengths perspective guides social workers in to fulfilling the goals of social work practice.
The National Association of Social Workers (NASW) (2008) identifies the five goals of
social work practice as :
1)   “Enhance the problem-Solving, coping, and development capacities of people,”
2)   “Link People with systems that provide them with resources, services, and
opportunities,”
3)   “Promote the effectiveness and humans operation of systems that provide people with
resources and services,”
4)   “Develop and improve social policy, and lastly,
5)   “Promote human and community well-being” (NASW 2008, Para 2).
Both the strengths perspective and the goals identified in the NASW (2008) lays the
foundation and support how social work should be practiced at the micro, mezzo, and macro
levels.
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Levels of Social Work Practice: Micro, Mezzo, & Macro
The three levels social workers practice at are micro, mezzo, and macro. At the micro
level, social workers are providing interventions on a one to one basis with an individual

(Zastrow, 2014). Examples of the practice would include a social worker working with a patient,
his or her wife, or with a coworker of another professional discipline within a Care Navigation
Unit. At the mezzo level, social work practiced can be depicted as working with families or small
groups (Zastrow, 2014). Examples of social work practice at this level includes a medical social
worker participating on a conference call, through use of business skype, which manages patients
who are at high risk for hospitalization. Participants of the call would include a CNU Social
Worker, the dialysis interdisciplinary team, regional social worker, and an area manager. Lastly,
social work practice at the macro level is working with organizations and communication to seek
improvement or change (Zastrow, 2014). Examples of social work practice at the macro level
includes collaborative efforts between a CNU social worker and organizations such as hospitals,
skilled nursing facilities, home health providers, hospice providers, or different lines of
businesses (LOBs) such as Humana, Cigna, or Coventry Health. While practicing social work at
any level, regardless of working with patients, families, or organizations, social workers utilizes
the problem-solving approach (Zastrow, 2014).
The Problem Solving Approach
The conceptualization of the problem-solving approach can be stated in various ways;
however, it is simply identified in a six-step process:
1)   Identify the problem(s),
2)   Generate all possible or alternative solutions,
3)   Examine the alternative solution,
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4)   Select the best solution (s) and establish goals,
5)   Execute solution (s), and
6)   Follow up to evaluate the solution outcome (Zatrow, 2014).

In the next section of this paper, the Change process will be explored. It is similar to the problem
solving, but differ due to that the problem solving approach is more solution focused, whereas
the change process is focused on the effectiveness of the outcomes.
Social Work Practice Skills & Roles
The expectation for all social workers including CNU social workers is to be
knowledgeable and possess skills in various roles (Zastrow, 2014). CNU social workers
experience different complexities while practicing in a virtual environment. As change agents
working with individuals, small interdisciplinary teams, and or different departments within
organizations via ICT, CNU social workers understands that the amount of time required to
address barriers and needs differ as well as skills or interventions. Therefore, it is important that
CNU social workers are competent in the different roles and skills of social work practice in
order to select the best intervention given the circumstances. The following text reveals some of
the skills and roles assumed by CNU social workers.
Enabler. In Social work practice, the term enabler refers to one who helps clients to
identify problems, to express and understand needs, to explore solution strategies, to select and
implement strategy, and to expand their own ability to manage their own problems (Zastrow,
2014). In other words, an enabler is one who helps one to help his or her self. This skill is also
applicable in a mezzo or macro setting.
Broker. In the role of a broker, a social worker networks and connects clients who need
help with community resources.
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Advocate. The social worker as an advocate speaks on the client’s behalf, with client’s

permission, to provide direct correctness while arguing for services or resources that established
institutions does not want to provide (Zastrow, 2014). With this skill, social workers empowers
clients through initiating or establishing change in systematized policies (Zastrow, 2014).
Negotiator. The skills of a negotiator includes the ability to settle conflict between
parties by bargaining and compromise to arrive at an acceptable agreement. (Zastrow, 2014).
Mediator and negotiator are similar, however, a negotiator usually one sided.
Coordination. Coordinators assume the role of a case manager to bring services together
from different agencies in an organized manner to avoid duplication of services (Zastrow, 2014).
Educator. The skills of an educator involves one being knowledgeable about a a
particular subject-matter, while having the ability to communicate the information clearly so that
it can be understood by the receiver (Zastrow, 2014). Furthermore, as an Educator, information
is provided and adaptive skills are being taught (Zastrow, 2014).
Empower. This type of social work practice is the process of helping individual(s) and
communities by the influential aspects of circumstances improvement and increased personal,
interpersonal, socioeconomic strength (Zastrow, 2014).
Researcher. The skill set includes studying, assessing, evaluating and analyzing the
literature, data, and information, tangible and non-tangible resources.
Group Facilitator. A facilitator serves as the leader of a group activity. The group may
be an educational group, a social group, a clinical team, or an Interdisciplinary team.
Organizer. The virtualist social worker is involved in many systems of provider
networks and health partnerships including action, research, and organization of collaborative
conferences (Chadron State College.edu, 2018).
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Chapter 3
Research Methods

An n-of-one case study design was implemented to identify and examine the process of
evidence-based practice of social work in a virtual environment. Daily case notes were recorded
from September 14th of 2017 through November 14th of 2017. Forty case notes in total were
collected within this timeframe. The case notes were analyzed to identify:
1) Type of social work skills used,
2) Type of ICT employed in the interaction, and
3) Best practice issues that emerge from each interaction.
The social work skills framework used in the analysis was drawn from general textbooks
reflecting teaching pedagogy in social work curricula and papers that describe the professional
roles of social workers.
Data Collection Instrument & Process
Case notes were taken daily through the process of composing an agenda. Throughout the
day, the researcher wrote notes of experience with interacting with clients and coworkers and
identified recurring themes that correlates to the variables of accessibility and manageability. The
cases depicts:
•   the day-to day agenda and tasks of a CNU social worker
•   the level of social work practice
•   social work skills used in a virtual environment
•   the type of ICT used to carry out interactions
•   Management of High Risk Calls
•   Management of coordination and behavior programs.
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Chapter 4
Summary of Findings

The cases also show collaboration at all three levels of social work practice. At the micro
level the case shows how CNU work with individual clients such as a patient, his family
member, a CNU team member or a professional at the dialysis clinic. At the Mezzo level, social
work practiced in a virtual setting is shown through process of collaborative efforts, between the
CNU Social worker, a dialysis clinic IDT, a lead social worker, a regional vice president, and an
area manager, on a team call discussing solutions to reduce or prevent recurring hospitalizations.
Lastly, at the macro level, social work practice depicted in the cases show collaboration with
organizations such as hospitals, SNF, home health providers, and hospice providers. The
following section of this paper will explore case notes of the examples of how a CNU social
worker practice in a virtual setting given various circumstances.
Examples from a Day in the Life of the Virtualist Social Worker
CNU social workers are medical social workers that oversee and manage the
psychosocial and or behavioral aspects of patients’ care and health. This is done by attending to
the mental, emotional, behavioral, social, and financial needs to help patients who have chronic
illnesses, such as ESRD or and other comorbidities, cope and manage their health. CNU social
workers practice social work in similar ways as field social workers (social workers who does
not practice in a virtual environment) do by serving as case managers, brokers, advocates,
educators, and coordinators. Furthermore, CNU social workers also provides support to health
partners such as dialysis providers, nephrologists, and other external providers such as hospitals,
rehabilitation centers, and skill nursing facilities. The primary objective of CNU social workers
as well as other disciplines within the CNU and its affiliated partners is to operate from the
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value-based model to address barriers that will decrease hospitalization risk, reduce

hospitalizations, and cost. This, in which, corresponds to the aim of the study of how the use of
ICT with social work practice supports team-based care, assist with efficiencies within the health
care system, and add value to the field of medical social work.
High Risk Calls
In efforts to reduce hospitalizations from the CNU social work team, CNU social workers
manage and oversee high-risk calls. These high-risk calls are carried out monthly on a quarterly
basis. The focus of these calls is to discuss patients’ that have been identified as high risk for
recurring hospitalizations. Prior to the end of the call, the teams establishes a plan to reduce or
prevent chances of patient returning to the hospital. The Lead social workers orchestrate these
calls regionally, across the United States. In many instances, a CNU social worker will also
facilitate calls if necessary. For every quarter, all high and medium risk patients are screened for
Social Work Intensive (SWI). SWI is program that is implemented at the dialysis clinic by clinic
social workers. Clinic social workers utilize this intervention to provide one-on-one attention to
patients and to address barriers that affects a patient’s ability to manage his or kidney disease or
their quality of life. Patients who score a 5+ on the sleep screener and or a 10+ on the
depression symptoms screens as high risk. If possible, high-risk patients who identifies with
symptoms of sleep or depression will enter the SWI program immediately, or soon as a slot
become available from the clinic social worker. This is because medical social workers are
permitted to have a certain number of active patients in the SWI program.
While high-risk patients are being screened, the IDT must complete “the Team
Worksheet.” The Team Worksheet has four sections: the nursing section, the Dietician Section,
the Social Worker section, and section for any other IDT members to make notes. The nursing
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section includes questions that should be answered by an RN prior to the beginning of the
monthly calls for the quarter. These questions are related to hospitalizations, fall prevention,
infection prevention, adequacy, other triggers for hospitalization, and fluid management. The

Dietician section includes questions that asks about nutritional status, protein/ Kcal supplements,
other Nutrition Abnormal labs, and communications with long term care (LTC) providers. The
Social Worker section ask question that corresponds to the Social Work Intensive Program,
missed/shortened treatments, patient’s support team, case management needs, advance care
directives, and any other pertinent information related to mental health, instability, substance
use/abuse, End of life, and other psychosocial stressors. The purpose of the team worksheet is to
assist as a guide to all discipline of the team in their preparation to present on the call, identify
any barriers from the dietary, nursing, and social work perspective, create an action plan, follow
up, and report on the next call during the quarter. This is to continue throughout the quarter. Also
on these calls are area managers and regional vice presidents. CNU social workers oversee these
calls to ensure that they are carried out accordingly. Unfortunately, at times the high-risk calls
does not always go as planned. This is primarily due to teams being unprepared as well as
dealing with passive aggressive responses when recommendations are suggested to the teams
while on the call as shown in Figure 1.
Behavior and Coordination Programs
Another responsibility of CNU social workers involves management of referrals. In the
CNU, these referrals are called programs. CNU social workers manage behavior programs and
oversee coordination programs that are related to behavior or mental health needs. The types of
referrals CNU social workers include but are not limited to:
•   chronic non-adherence to dialysis treatment,
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•   behavior & mental health concerns,
•   long-term psychosocial needs,
•   collaborative initiatives with clinic IDT or social worker,
•   end of life concerns, and
•   policies and procedures.
After receiving the programs that have been deemed appropriate, the process in

addressing the behavior or mental health needs begin. First, CNU SW complete a chart review to
develop a full understanding of the history of the patient and the issue. CNU social workers have
access to all patients’ medical records that have been documented by the Clinic IDT. It is crucial
that documentation is completed in its entirety and that it reflects interventions that have been
carried out by the clinic IDT. Documentation enables CNU social workers to identify what the
clinic IDT has already done with the patient and the gap of what has not been done, or identify
another approach of what needs to be done. CNU social workers does not duplicate efforts of the
clinic MSW.
Second, CNU social workers work through steps of problem solving identify to eliminate
barriers presented and then create a list of the solutions to recommend to the clinic IDT or and
clinic social worker. Thirdly, the CNU social worker attempts contact to the clinic social worker.
The first means of contact is by phone. However, the clinic social worker is given the option to
use other forms of ICT such as email and business skype. The clinic social worker speaks with
clinic social worker, telephonically or electronically (a built in phone software that allows calls
to be made from the computer), to identify his or her concerns in reference to patient or patient’s
need. Lastly, the CNU SW then recommends possible solutions to barriers that were previously
generated, and establish a follow up plan.
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At times, clinic Social workers and or clinic IDT are receptive to recommendations. Then
there are challenging times where clinic social workers or one or two members of the clinic IDT
provide every excuse in the world for why something that they have not tried yet will not work.
Passive aggressiveness is witnessed in their responses to recommendation. This can be seen in case
note examples in Figure 1 and Figure 3. The following case note examples identifies the level of
social work practiced, the social work skill set used, and the type of ICT used in a virtual setting
as well as CNU social worker experiences dealing passive aggressive behavior in care
management.
Figure 1: Case Note Example One

	
  
Above in Figure 1 case note example, the level of social work practice depicted is at the
mezzo level. This is communication and collaboration between a CNU social worker and a
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small group such as clinic IDT and regional leadership. The ICT used here was business skype.
The social work skill-set and roles that corresponds to manageability are group facilitator,
enabler, negotiation, problem solving. This case note example, dated September 28, 2017,
identifies issues of passive aggressive behavior from the clinic IDT as well as it recognizes the
issue of inefficiency of documentation at the dialysis clinic. This his implies the need of a
process to be put in place to implement procedures after inefficiencies in documentation has been
determined. In this case, it would ensure that practices implemented by disciplines corresponds
or match what is being documented in the EHR. In the health care industry, a general
understanding of any practice is that if it was not documented, it did not occur.
Figure 2: Case Note Example Two
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Above, in Figure 2, the level of social work practice displayed is at the macro level.
However, it can also be interpreted as social work practice at the micro level. In this case note
example, the researcher is collaborating and communication with a larger organization such as
the hospital and simultaneously speaking directly with one individual. The ICT used here was
Medhok, a communicative documentation system and telephone. In regards to the variable of
manageability, the social work skill set and role that corresponds to manageability but are not
limited to are case manager and researcher. The CNU social worker investigated the patient’s
case by assessing eCC that holds the patient’s medical chart, to determine the contributing
factors that led the pt to become suicidal. Serving as an educator is another skill used here in this
case. The CNU social worker educated the hospital social worker by providing her with
information about the CNU, services offered, and ways CNU can serve as an extra layer of
support. Lastly, in regards to the variable of accessibility, the corresponding social worker role
was that of a broker. Yes, the patient is a client, however, in this instance, the hospital SW is a
client too. Therefore, while are networking, the CNU social worker offers additional resources
that the hospital SW can use while pt. is in the hospital’s care. This ensures that resources are
accessible not only to the client, the patient, but also to the client the hospital or and hospital
social worker.
Figure 3: Case Note Example 3

	
  
	
  

25	
  

	
  

	
  

In Figure 3 case note example, the level of social work practice portrayed is at the micro
level. Although the patient is the client, the clinic SW is also the client in this instance. This is
because the CNU social worker is working directly with her. In this case, the CNU social worker
is dealing with the challenge of passive aggressive behavior. In regards to the variable of
manageability, the social work skill set and or role that corresponds to manageability are case
manager and researcher (the CNU social worker investigated and assessed patient’s charts in
eCC). The CNU SW also served as an educator, negotiator, enabler and an advocate. In this case,
the CNU social worker is advocating for the patient by speaking on the patient’s behalf and
providing direct correctness to the clinic social worker. While advocating for an a particular
intervention, more so the approach of the intervention, to be carried out in the most appropriate,
and best practice to assist in the aim of improved health outcomes. The following section will
explore how social work skills are implemented face-to-face verses from a virtual setting.
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Settings of Social Work Practice: Face-to-Face Verses Virtual

One of the aims of this study was show readers that medical social work can be translated
from a face-to-face set of encounters to electronic interactions that leverage communication and
EHR Technology in which that it improve accessibility and manageability of care provided to
patients with CKD or ESRD. Furthermore, the researcher conducted this study in efforts and
response to McCarty and Clancy (2002) theory that almost anything, a social worker does faceto-face can be done online. During the study, the researcher created comparison tables of
specific, applied social work skills in the clinic setting and virtual setting. In the tables, tasks
using that specific skill are listed. Figures 4, 5, and 6 are a few examples of specific social work
skills with the use of ICT implemented virtually compared to the traditional face-to-face setting.
Below in Figure 4, the applied social work role is enabler. CNU social workers may serve
as the role an enabler to patients or clinical IDT. As an enabler to patients, CNU social workers
enables patients to identify barriers to care or barriers to self-management as well as explore
solution strategies that corresponds to the problems. This same concept is applied when clinic
IDTs are considered as the client. The CNU social workers may work with clinic IDT to
brainstorm and implement solution strategies to better manage patient care.
Figure 4: Applied Social Work Role or Skill-Enabler
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The social worker role as an enabler applied in the clinic setting shows that all encounters
with the patient or the clinic IDT is done face-to-face. Social work skills, techniques,
interventions implemented in the clinic setting includes meeting to identify issue, conduct root
cause analysis review and discuss care plan with the IDT. In the virtual setting, the same skill is
applied, however the method is different because its done telephonically or through email or
business skype. However, with the same applied skill, CNU Social workers are able to review
and discuss patient’s care plan as explained previously, on high-risk calls, brainstorm and
identify patient and clinic needs by phone or email.
In general, social workers are usually open-minded. However, while implementing the
skill of negotiation the motive can be one-sided. This usually occurs when dealing with patients’
who lack motivation to change to better his or her health. On the other hand, CNU social workers
also serve as negotiators when dealing with passive aggressive behavior from clinic IDT or other
providers within the value-base care network.
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Figure 5: Applied Social Work Role or Skill-Negotiator

	
  

In figure 5, the researcher reveals social work skill of negation applied in the given
circumstances of when a non-compliant patient on dialysis wants an earlier chair time. The social
worker is bargaining with the patient to come up with some form of a behavior agreement so that
patient gets what he or she wants or feels that is important to him as well as to show that
improved behavior can reflect improved health outcomes. The skill is also carried out from the
virtual setting when communicating with in network and out of network providers to get a
patient placed in a facility when that patient was involuntary discharged (IVD) from his or her
home clinic. ICT used include Medhok, eCC, telephone, and email. In the case of an IVD, CNU
social workers normally negotiates for two agreements. One at the patient’s temporary facility
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where he receives dialysis, such as the hospital emergency room, and one at his returning home
clinic or new dialysis clinic. This is done to minimize behavioral needs such as disruptive
behavior (yelling, curising), violence (with staff or other patients), and or adverse events.
Figure 6: Applied Social Work Role or Skill-Broker

	
  
Lastly, one skill that is used very often by social workers is the ability to serve in the role
as a broker. In other words, one must be knowledgeable about community resources (locally and
regionally) in order to connect patients and providers to the proper and most beneficial resources.
Figure 6 shows that role of a broker can be applied in the traditional, face-to-face setting as well
as from a virtual setting. In the clinic setting, the social worker meets with the pt. to make
referrals and coordinate referrals and appointments to DSS, substance abuse, mental health
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evaluations, food banks, and more. The CNU social worker carries out the same tasks in a virtual
setting, electronically and telephonically via ICT.
Like social workers in the field, social workers that work in virtual settings are also
multi-skilled. Furthermore, like field social workers, CNU social workers also face various
challenges while practicing in a virtual setting. The next section of this paper explores the
essence of practicing social work in a virtual setting in regards to best practices, acquired skills
best suited for practicing social work in a virtual setting, and special concerns about ethics.
The Essence of Practicing Social Work in a Virtual Setting
Although the evidence of this study and the first researcher’s current position as a CNU
social worke proves that almost anything a social worker does face-to face can be done virtually,
this phenomenon is somewhat past infancy, but is still being developed. To better understand the
essence of practicing social work in a virtual setting, one must first understand that social
workers, who practice virtually, are faced with similar, and in some instances more challenging,
obstacles than field social workers. These challenges are include but are not limited to building
trust within individuals without the ability to work within their physical presence,
communication strategies with patients or with the clinic IDT, navigating through many systems
of the healthcare industry and the patient’s environment and it’s complexities.
The health care industry is constantly changing, making it more challenging for how
social workers deliver care. ICT integrated with social work provides social workers who
practice in a virtual environment with the keys to create innovative ways to address the changing
population needs to ensure accessibility and manageability of care. Outlining best practices can
help establish and reinforce expectations for competence, compliance, and communication in
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efforts to build trust, advance team based-care, and guide social workers in their practice while
working in a virtual environment.
Best Practice Recommendations
Currently, there is no evident literature to describe best practices of social workers in a
virtual setting. Best practices for social work in general have included skills such as: 1)
relationship building, 2) interviewing, 3) problem solving, and 4) referral. The themes that
emerged from this study identified similar practices with different emphases and approaches
taken.
Establish Trust
The first best practice recommendation is creating trust by establishing a “virtual
presence” so colleagues and other disciplines can develop an idea of the roles, skills,
responsibilities, and leadership that the social worker can contribute. For example, a
coordinator who may have never engaged with a CNU social worker before may reach out due to
having a patient on the phone who is verbally indicating suicidal ideations. At this moment, since
the coordinator has a basic level of understanding that social workers are skilled at addressing
mental health concerns, the coordinator contacts the CNU social worker via business skype
immediately. The coordinator informs the social worker of the situation and due to the intensity
of the issue, the coordinator asks if he or she can join the call using inContact telephone software
instead of transferring the call as a means to eliminate the risk of the patient hanging up. The
CNU social worker agrees and immediately begins to implement crisis interventions for suicidal
ideations. With the coordinator’s ability to witness the CNU social worker effectively addressing
the patient’s mental health needs, trust is established with the coordinator. The CNU social
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worker has created a virtual presence, while the coordinator has developed a keen sense of the
skills and roles of the social worker. The coordinator has now witnessed the competency level

and abilities of the social worker, and usually informs his or her coworkers so that they too know
for future reference.
Promote Connectedness
The second best practice recommendation is to promote connectedness in the patientprovider relationship as well as with colleagues and other disciplines. The use of interpersonal
skills during virtual encounters tends to the social-emotional needs of the patient and or of the
team. It is important to make a concerted effort to acknowledge individual accomplishments,
acknowledge progress, take responsibility of mistakes, and create transparency. Social workers
practicing in a virtual environment should utilize and apply interpersonal skills to promote
connectedness in the patient-provider relationship as well as with colleagues and other
disciplines in efforts to build trust.
For example, over a period of three months, a CNU social worker has been monitoring a
patient’s treatment adherence remotely. During those three months, the CNU social worker began
to notice a trend of improvement at the sixty-day mark post applied social work intervention,
compared to pre-social work intervention. Instead of attending zero to one dialysis treatment per
week, with recurring hospitalizations, the patient now attends two to three dialysis treatment per
week with reduced hospitalizations or trips to the ER. At this point, when a social worker
follows-up with a patient, it is crucial to acknowledge the patient’s improvement. This aides in
patient empowerment, motivation to maintain or increase improvement, and most importantly,
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establishing trust. In addition, when working alongside colleagues make the relationship
personal; inquire about family members and recognize birthdays. These are examples of

perfect opportunities to attend to the social-emotional needs of individual members of the team
(Cowan, 2014)
Employ ICT to Communicate Effectively
The third best practice recommendation is to employ ICT to communicate effectively
across geographical distances when shifting from direct service to system linkage roles such as
broker, enabler, and negotiator. This is facilitated by recognizing different time zones, use of
immediate calling versus email or text, recognition and marking of urgency of message, and
paying attention to the “tone” used in the communication. For an example, in a CNU the
analytics department notifies the CNU that a patient has been hospitalized in Hawaii, United
States. The patient was hospitalized due to noncompliance with dialysis treatment and
medication. This resulted in fluid overload, hypercalcemia, and altered mental status (AMS).
Along with an intervention nurse and ER transitions nurse, a CNU social worker is also involved
to address the behavioral or psychosocial component of the case. The CNU social worker begins
her work by researching the patient’s EMR at the dialysis clinic to analyze any supporting details
of the hospitalization if available. Through analyzing the clinic’s documentation system, the
CNU social worker discovers that the clinic has not yet been notified of the hospitalization. The
CNU social worker would then document in another EMR interface to notify the clinic.	
  
Furthermore, the CNU social worker follows-up with the hospital case manager in
Hawaii, regarding interventions, treatments implemented during patient’s stay, as well as
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discharge plans. After becoming knowledgeable of patient’s reason for hospital stay the social

worker, at this point, must select the best means of ICT to share the knowledge to the clinic staff
and other important parties of the virtual team. Since the clinic is located in Hawaii and the
physical location of the CNU social worker is in North Carolina, the CNU social worker must be
considerate of the time zones. Therefore, a suitable and more effective form of communication of
this notification would not be videoconferencing; it would be through a text-based server such as
email. The CNU social worker may also email the intervention nurse or carbon copy her on the
same email to the clinic, for the purposes of convenience, transparency, reduce duplication, and
to ensure that everyone in the team is on one accord.
In addition, ICT can be leveraged for knowledge sharing and expertise in virtual
settings include weekly team meetings. The best forms of ICT to carry out team meeting
include business skype video conferencing and or teleconference via web-ex. This allows
team members to connect and share any obstacles, experience, or challenges with caseloads
verbally, or through the desktop presenting option in business skype. This type of
communicative method also enables ongoing teaching and coaching strategies or training for
new methods of best practices for updated software use, social work practice, leadership
management, and more. Establish a central focal place for sharing and updating information
such as SharePoint or One Drive. SharePoint sites or Microsoft Office 365 One Drive allows
team members to easily upload, create, edit, and share documents that are necessary toward
carrying out job responsibilities. This allows members to stay informed about new practices or
procedures as well as serving as a place of reference.
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Recognize Barriers to Communication

The fourth best practice recommendation is to recognize verbal elements and barriers to
communication during telephonic interactions. Working remotely in a virtual setting, elements
of verbal communication such as para verbal factors and recognizing barriers to
communication become more important. The elements of tone, pitch, rate of speech, and
volume affect the meaning of how a message is conveyed. When a speaker emphasizes an idea,
the tone, rate of speech, and volume are closely attended to in order to determine the intensity
of the message. For example, in the CNU best practices for virtualist social workers when
making recommendations to clinic social workers is to first, verbally express recommendations
via telephone to eliminate or reduce chances of the recommendation being misinterpreted
opposed to making recommendations in an email first. This is done to avoid clinic social workers
from feeling as if they are being policed.
In addition, social workers should eliminate verbal barriers “that have an immediate
negative effect on communication, thereby inhibiting clients from revealing pertinent
information and working on problems” (Hepworth et al., 2013, p. 169). These barriers to
verbal communication include but are not limited to reassuring, advising, giving suggestions
prematurely, threating, warning, or counterattacking, interrupting inappropriately or
excessively, judging, criticizing, or placing blame. For example, the virtualist social worker
should avoid reassuring, patients on dialysis, prematurely. This may convey to him or her that
you are not listening, paying attention, or understand their feelings (Hepworth, 2013). In
response, a patient may say, “It’s easy for you to say that, you are not on dialysis. I am.”
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Another example, virtualist social workers must be mindful and competent of is
counterattacking. Many times, patients call the CNU being verbally abusive. “Responding
defensively is counterproductive,” and usually results in further provocative responses

(Hepworth, 2013, p. 174). Instead of counterattacking, the virtualist social worker should ask
to explain services or intervene (depending on the given situation) at a time that is best for the
patient.
Assess for Preferred Personality Traits
The fifth best practice recommendation is to assess for preferred personality traits.
Delivering exceptional customer service is critical for health care organizations. However, in a
virtual setting, it takes one with special characteristics to effectively carry out this mission. In
addition to strong para verbal skills, one must be able to communicate forms of emotion in the
voice tone through inflections. One must know how and when to fluctuate tone, rate and
volume of speech so that client can sense or detect the social worker’s mood, confidence, sense
of happiness, and willingness to help. Furthermore, some professionals are reluctant to move
from behind traditional settings of social work practice to a virtual setting. The virtualist social
worker must be able to adapt, be comfortable, and competent using ICT to leverage
communication and interaction encounters to improve patient and provider outcomes.
Adhere to ASWB Standards for Technology
The sixth best practice recommendation is to adhere to the ASWB Standards for
technology use in social work practice. Although technology has made it possible for social
workers to practice in a virtual setting. Social workers should always be mindful of risks of harm
to the public while incorporating technology in to practice. These concerns consist of the
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following risks: lost or intercepted information, misleading websites, misrepresentation of
service providers, confidentiality, digital divides that can blocks access and success. Standard

one of the Standards for Technology and Social Work Practices emphasize how social workers
should conduct his or herself while performing services via telephone and other forms of ICT
(NASW and ASWB, 2005). The ASWB (2017) standard three addresses use of electronic
technology to gather, manage, store, and access information about clients. These standards
should be used in conjunction when following the NASW Code of Ethics (ASWB, 2017)
Operate within the NASW Code of Ethics
The seventh best practice recommendation is to operate within the NASW Code of
Ethics. Social workers who practice to “ensure professional competence, protect clients, and
uphold the values of the profession” are operating within the NASW Code of Ethics (2005, p.7).
It is critical to reduce the potential for harm or abuse of people in vulnerable situations, while
addressing ethical conduct, protection of the public, and protection of the professional self, social
workers practicing virtually should follow the NASW Code of Ethics standards for cultural
competence and vulnerable populations, privacy, confidentiality, documentation, and risk
management.

Table 1. Best Practices for Translating Medical Social Work in a Virtual Setting

Best Practice 1:

Create Trust by
establishing a “virtual
presence”

	
  
	
  

o that colleagues and other
disciplines can develop a keen
sense of the roles, skills,
responsibilities, and leadership that
you can contribute
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Best Practice 2:

Best Practice 3:

Best Practice 4:

Promote Connectedness

Make a concerted effort to
acknowledge individual
accomplishments, acknowledge
progress, take responsibility of
mistakes, and create transparency.

Employ ICT to
communicate effectively

Across geographical distances
when shifting from direct service to
system linkage roles such as broker,
enabler, and negotiator.

Recognize Verbal elements
and barriers to
communication

Best Practice 5:
Assess for preferred
personality traits

Best Practice 6:

Adhere to the 2017 ASWB
Standards for technology

	
  
	
  

Elements of verbal communication
such as para verbal factors and
recognizing barriers to
communication become much more
important ina virtual setting. Social
workers should eliminate verbal
barriers “that have an immediate
negative effect on communication,
thereby inhibiting clients from
revealing pertinent information and
working on problems.
In addition to strong para verbal
skills, one must be able to put a
smile in the voice. The virtualist
worker must be able to adapt, be
comfortable, and competent using
ICT to leverage communication and
interaction encounters to improve
patient and provider outcomes.
Social workers should always be
mindful of risks of harm to the
public while incorporating
technology in to practice. These
concerns consist of the following
risks: lost or intercepted
information, misleading websites,
misrepresentation of service
providers, confidentiality, digital
divides that can blocks access and
success.
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Best Practice 7:

Operate within the 2018
NASW Code of Ethics

Social workers practicing virtually
should follow the 2018 NASW
Code of Ethics standards for cultural
competence and vulnerable
populations, privacy,
confidentiality, documentation, and
risk management to reduce the
potential for harm or abuse of
vulnerable people, while addressing
ethical conduct, protection of the
public, and protection of the
professional self.

Conclusion
Due to the increasing and consistent use of technology, the concept of practicing social
work virtually will continue within the profession. The innovations of ICT are continuously
developing to improve interconnectedness in multiple fields of study, including social work.
ICT incorporated into social work practice adds value to planning, intervention, evaluation, and
management of health and human services (Craig, 2014; Sledge, 2013). In addition, it aides in
improved patient satisfaction and health outcomes (Craig, 2014; Sledge, 2013). As a result, this
study has explored the major differences of medical social work practice in a traditional setting
versus a virtual environment through defining various roles and skills of social workers. Based
on themes developed through analysis, seven recommended best practices for translating medical
social work in a virtual environment have been developed to support social workers in the
integration of ICT and professional practice, as well as to help promote future research and
publication of best practices for the virtualist social worker.
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Best Practices for Translating Medical Social Work in a Virtual Setting

Information communication technology (ICT) is changing routine daily processes across
American society. For example, shopping via Amazon, viewing movies in the home environment
through the use of Netflix, scheduling transportation with Uber, maintaining personal and
professional relationships via Facebook, reviewing children’s homework assignments by using
the school website, and scheduling medical appointments and checking test results by using
patient portals. ICT are technological, communicative resources that enables functionality,
accessibility, and interconnectedness through information sharing, information management and
communication (Craig & Lorenzo, 2014). The use of this method of technology is showing
consistent growth across society in various service environments.
Statistics from the Pew Internet Project noted by Smith (2012), shows that “88% of
American adults now have a cell phone, 57% have a laptop computer, 19% own an eBook
reader, and 19% have a tablet” (as cited in Sledge, 2013, p. 20). In addition, according to these
numbers, 54% of American adults with a disability continue to use technology in spite of barriers
attributed demographics, geographical locations, and disability status (Sledge, 2013).
Furthermore, in 2015, it was reported, “more than 2 billion personal computers are in use,” and
there are more than 3.2 mobile technology users around the world (Berzin, Singer, & Chan,
2015, p. 4). ICT connects populations in disadvantaged or remote areas. It also enhances the
functionality and manageability of workloads for many professions including medical care.
Medical care is increasing the use of ICT to the extent that a Viewpoint paper in the
Journal of the American Medical Association recently raised the issue of the potential need for a
new medical specialty, the “Medical Virtualist” (Nochomovitz & Sharma, 2018). The author
defines medical virtualist as physicians who spend most or all of their time caring for patients
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through a virtual medium (Nochomovitz & Sharma, 2018). For the purpose of this paper, the
consideration of the medical virtualist is being extended to the medical social worker who
practices virtually yet has not been brought to the forefront of the healthcare industry?
In 2002, McCarty and Clancy asserted that almost any role a social worker performs
face-to-face can be facilitated online. This theory has been supported through evidence of the
emergence of positions such as social workers practicing in a care navigation unit (CNU). A
CNU is a medical group responsible for the coordination of care for patients with complex

chronic conditions, such as patients in renal failure who require dialysis. These professionals are
medical social workers who practice in a virtual environment. In addition, they work alongside a
team of clinical service operators, registered nurses, and health plan service operation specialists,
known as coordinators. CNU social workers perform consultation, coordination, counseling,
assessments, research, problem solving, education, supervision, and many tasks traditionally
performed in a social work field setting.
There is no evident literature or model that defines a clear distinction of social work
practice in the traditional, face-to face setting, as compared to the virtual environment.
However, there is current literature that supports the claim that use of ICT in social work
practice adds value through the stages of planning, engagement, intervention, provision,
management of health and human services and aides in improved patient satisfaction and health
outcomes (Craig, 2014; Sledge, 2013). Nevertheless, it neither identifies how social work
practice differs in face-to-face versus virtual settings, nor is there clarity about what constitutes
“best practice” in a virtual environment. As a result, the objectives of this paper are to:
1) Identify the major differences for social work practice in a virtual environment as
compared to traditional environments, and
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2) Provide a list of recommendations that may support the formulation of best practices
for the virtualist social worker.
Methods
An n-of-one case study design was implemented to identify and examine the process of
evidence-based practice of social work in a virtual environment. Daily case notes were recorded
from September 14th of 2017 through November 14th of 2017. Forty case notes in total were
collected within this timeframe. The case notes were analyzed to identify:
1) Type of social work skills used,
2) Type of ICT employed in the interaction, and
3) Best practice issues that emerge from each interaction.
The social work skills framework used in the analysis was drawn from general textbooks
reflecting teaching pedagogy in social work curricula and papers that describe the professional
roles of social workers.

Social Work Skills and Roles
Social work is a multi-skilled profession that consists of “helping individuals, groups,
families, organizations, and communities to enhance or restore their capacity for social
functioning and to create societal conditions favorable to their goals” (Zastrow 2014, p. 42). In
other words, this profession is directed to manage a wide range of common to complex problems
while empowering clients within a social justice infrastructure (Zastrow, 2014; Craig & Lorenzo,
2014). The general skill set employed by social workers to handle these complex issues includes
relationship building, interviewing, problem solving and referral (Zastrow, 2014), which are the
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same skills practiced by the CNU social worker in a virtual environment. Professional social
work practice includes the use of the strengths perspective, ecological systems theory, and

planned change process when providing services to varying client populations (Zastrow, 2014).
A social worker’s ability to transition effectively through aspects of the change process depend
on ten specific skills and/or roles. In the CNU environment, the virtual social worker could be
exposed to multifaceted challenges that will require a strong knowledge base of skill application.
For the purposes of this paper, the ten applicable skills are:
Enabler. Provides support to clients with problem identification, expression and
understanding of needs, exploration of problem-solving strategies, selecting and implementing
interventions, and empowerment (Zastrow, 2014).
Broker. Engages in networking skills in order to connect clients with community
resources in order to address the presenting problem (Zastrow, 2014).
Advocate. Advocates on the client’s behalf, with client’s permission, establishes and
argument for the client to receive services or resources that established institutions do not want
to provide (Zastrow, 2014).
Negotiator. Engages in bargaining and compromising methods in order to settle conflicts
between parties and attain an acceptable agreement. (Zastrow, 2014).
Coordinator. Collaborates services across different agencies in an organized manner that
will support the client(s) in goal attainment (Zastrow, 2014).
Educator. Maintains knowledge about a specific subject matter and engages in efforts to
communicate the information in a clear manner to be understood by the receiver (Zastrow,
2014).
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Empower. Supports the process of enabling individuals, groups, and communities to
recognize, enhance, and implement personal, interpersonal, and socioeconomic strength
(Zastrow, 2014).
Researcher. Studies, assesses, evaluates and analyzes the literature, data, and
information, as well as tangible and non-tangible resources (Zastrow, 2014).

Group Facilitator. Serves as the leader of group activities or team-based care (Zastrow,
2014).
Organizer. The virtualist social worker is involved in many systems of provider
networks and health partnerships including action, research, and organization of collaborative
conferences (Chadron State College.edu, 2018).
Type of ICT Used
The type of ICT used during the case narrative analyzed for this study included voice
contact by telephone, text message, email, tele-health event using Skype or other visual
connection, electronic medical record review (such as eCube Clinicals), electronic schedule
review (such as inContact), special observational software (such as PANELs, an interface
application that provide real time information for checking on patient presence at treatment site),
and combinations of the above approaches.
Results
Recommendations for best practices in the virtual environment were identified as themes
emerged from the case narratives as factors that supported the resolution of problems or
prevention of problem escalation. While all the previously described social work skills generally
used in the traditional clinic setting, were also applied in the virtual setting, three showed
evidence of strong significance: enabler, negotiator, and broker. Figures 4, 5, and 6 provide
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examples of how these specific skills vary with ICT in the virtual environment as compared to
the traditional, face-to-face setting.

Below, Figure 4 displays the enabler role as related to social work practice. CNU social
workers may serve in the role as enabler to patients or clinical interdisciplinary team. As an
enabler to patients, CNU social workers identify barriers to care or impediments to selfmanagement as well as exploring solution strategies that correspond to the problems. This same
concept is applied when clinic IDTs are considered as the client. The CNU social workers may
engage with the clinic IDT to brainstorm and implement solution strategies to better manage
patient care.
Figure 4: Applied Social Work Role or Skill-Enabler

	
  
The social worker role of enabler applied in the clinic setting shows that all encounters
with the patient or the clinic IDT are conducted face-to-face. Social work skills, techniques, and
interventions implemented in the clinic setting includes meeting to identify the presenting issue,
conducting a root cause analysis review and discussing the care plan with the IDT. In the virtual
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setting, the same enabler skill is applied. However, the method is conducted telephonically,
through email, or via business Skype. Yet, through the use of this same skill, CNU social

workers are able to review and discuss a patient’s care plan as explained previously, on high-risk
calls, as well as brainstorm and identify patient and clinic needs by phone or email.
Pertaining to the skill of negotiation, CNU social workers are generally receptive to
varying points of view. Yet, this level of receptiveness may be limited when attempting to
positively influence change during circumstances where the social worker is seeking to support
patients in the identification of ambivalent thoughts or feelings in decision making that are
negatively impacting health status. This usually occurs when providing services to patients who
lack motivation for change to better his or her health status. On the other hand, CNU social
workers also serve as negotiators when dealing with passive aggressive behavior from clinic IDT
or other providers within the value-base care network.
Figure 5: Applied Social Work Role or Skill-Negotiator
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In Figure 5, the narrative reflects the social work skill of negotiation applied in the given
circumstances of when a patient on dialysis exhibits non-compliant behaviors and requests an
earlier chair time. The social worker is bargaining with the patient to develop a type of
behavioral so the patient’s request is expressed need is met as well as to show that improved
behavior can reflect improved health outcomes. This skill is also carried out from the virtual
setting when communicating with in-network and out-of-network providers to get a patient
placed in a facility when that patient was involuntary discharged (IVD) from his or her home
clinic. ICT used include Medhok, eCC, telephone, and email. In the case of an IVD, CNU social
workers normally negotiates for two agreements. One at the patient’s temporary facility where he
receives dialysis, such as the hospital emergency room, and one at his returning home clinic or
new dialysis clinic. This is done to minimize behavioral needs such as disruptive behavior
(yelling, cursing), violence (with staff or other patients), and or adverse events.
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Figure 6: Applied Social Work Role or Skill-Broker

Lastly, another skill that is used very often by social workers is the ability to serve in the
role as a broker. In other words, one must be knowledgeable about community resources (locally
and regionally) in order to connect patients and providers to the proper and most beneficial
resources. Figure 6 shows that role of a broker can be applied in the traditional, face-to-face
setting as well as from a virtual setting. In the clinic setting, the social worker meets with the pt.
to make referrals and coordinate referrals and appointments to DSS, substance abuse, mental
health evaluations, food banks, and more. The CNU social worker carries out the same tasks in a
virtual setting, electronically and telephonically via ICT.
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Best Practice Recommendations
Currently, there is no evident literature to describe best practices of social workers in a
virtual setting. Best practices for social work in general have included skills such as: 1)
relationship building, 2) interviewing, 3) problem solving, and 4) referral. The themes that
emerged from this study identified similar practices with different emphases and approaches
taken.
Establish Trust
The first best practice recommendation is creating trust by establishing a “virtual
presence” so colleagues and other disciplines can develop an idea of the roles, skills,
responsibilities, and leadership that the social worker can contribute. For example, a
coordinator who may have never engaged with a CNU social worker before may reach out due to
having a patient on the phone who is verbally indicating suicidal ideations. At this moment, since
the coordinator has a basic level of understanding that social workers are skilled at addressing
mental health concerns, the coordinator contacts the CNU social worker via business skype
immediately. The coordinator informs the social worker of the situation and due to the intensity
of the issue, the coordinator asks if he or she can join the call using inContact telephone software
instead of transferring the call as a means to eliminate the risk of the patient hanging up. The
CNU social worker agrees and immediately begins to implement crisis interventions for suicidal
ideations. With the coordinator’s ability to witness the CNU social worker effectively addressing
the patient’s mental health needs, trust is established with the coordinator. The CNU social
worker has created a virtual presence, while the coordinator has developed a keen sense of the
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skills and roles of the social worker. The coordinator has now witnessed the competency level

and abilities of the social worker, and usually informs his or her coworkers so that they too know
for future reference.
Promote Connectedness
The second best practice recommendation is to promote connectedness in the patientprovider relationship as well as with colleagues and other disciplines. The use of interpersonal
skills during virtual encounters tends to the social-emotional needs of the patient and or of the
team. It is important to make a concerted effort to acknowledge individual accomplishments,
acknowledge progress, take responsibility of mistakes, and create transparency. Social workers
practicing in a virtual environment should utilize and apply interpersonal skills to promote
connectedness in the patient-provider relationship as well as with colleagues and other
disciplines in efforts to build trust.
For example, over a period of three months, a CNU social worker has been monitoring a
patient’s treatment adherence remotely. During those three months, the CNU social worker began
to notice a trend of improvement at the sixty-day mark post applied social work intervention,
compared to pre-social work intervention. Instead of attending zero to one dialysis treatment per
week, with recurring hospitalizations, the patient now attends two to three dialysis treatment per
week with reduced hospitalizations or trips to the ER. At this point, when a social worker
follows-up with a patient, it is crucial to acknowledge the patient’s improvement. This aides in
patient empowerment, motivation to maintain or increase improvement, and most importantly,
establishing trust. In addition, when working alongside colleagues make the relationship
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personal; inquire about family members and recognize birthdays. These are examples of

perfect opportunities to attend to the social-emotional needs of individual members of the team
(Cowan, 2014)
Employ ICT to Communicate Effectively
The third best practice recommendation is to employ ICT to communicate effectively
across geographical distances when shifting from direct service to system linkage roles such as
broker, enabler, and negotiator. This is facilitated by recognizing different time zones, use of
immediate calling versus email or text, recognition and marking of urgency of message, and
paying attention to the “tone” used in the communication. For an example, in a CNU the
analytics department notifies the CNU that a patient has been hospitalized in Hawaii, United
States. The patient was hospitalized due to noncompliance with dialysis treatment and
medication. This resulted in fluid overload, hypercalcemia, and altered mental status (AMS).
Along with an intervention nurse and ER transitions nurse, a CNU social worker is also involved
to address the behavioral or psychosocial component of the case. The CNU social worker begins
her work by researching the patient’s EMR at the dialysis clinic to analyze any supporting details
of the hospitalization if available. Through analyzing the clinic’s documentation system, the
CNU social worker discovers that the clinic has not yet been notified of the hospitalization. The
CNU social worker would then document in another EMR interface to notify the clinic.	
  
Furthermore, the CNU social worker follows-up with the hospital case manager in
Hawaii, regarding interventions, treatments implemented during the patient’s stay, as well as
discharge plans. After becoming knowledgeable of patient’s reason for hospital stay the social
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worker, at this point, must select the best means of ICT to share the knowledge to the clinic staff
and other important parties of the virtual team. Since the clinic is located in Hawaii and the
physical location of the CNU social worker is in North Carolina, the CNU social worker must be
considerate of the time zones. Therefore, a suitable and more effective form of communication of
this notification would not be videoconferencing; it would be through a text-based server such as
email. The CNU social worker may also email the intervention nurse or carbon copy her on the
same email to the clinic, for the purposes of convenience, transparency, reduce duplication, and
to ensure that everyone in the team is on one accord.
In addition, ICT can be leveraged for knowledge sharing and expertise in virtual
settings include weekly team meetings. The best forms of ICT to carry out team meeting
include business skype video conferencing and or teleconference via web-ex. This allows
team members to connect and share any obstacles, experience, or challenges with caseloads
verbally, or through the desktop presenting option in business skype. This type of
communicative method also enables ongoing teaching and coaching strategies or training for
new methods of best practices for updated software use, social work practice, leadership
management, and more. Establish a central focal place for sharing and updating information
such as SharePoint or One Drive. SharePoint sites or Microsoft Office 365 One Drive allows
team members to easily upload, create, edit, and share documents that are necessary toward
carrying out job responsibilities. This allows members to stay informed about new practices or
procedures as well as serving as a place of reference.
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Recognize Barriers to Communication
The fourth best practice recommendation is to recognize verbal elements and barriers to
communication during telephonic interactions. Working remotely in a virtual setting, elements
of verbal communication such as para verbal factors and recognizing barriers to
communication become more important. The elements of tone, pitch, rate of speech, and
volume affect the meaning of how a message is conveyed. When a speaker emphasizes an idea,
the tone, rate of speech, and volume are closely attended to in order to determine the intensity
of the message. For example, in the CNU best practices for virtualist social workers when
making recommendations to clinic social workers is to first, verbally express recommendations
via telephone to eliminate or reduce chances of the recommendation being misinterpreted
opposed to making recommendations in an email first. This is done to avoid clinic social workers
from feeling as if they are being policed.
In addition, social workers should eliminate verbal barriers “that have an immediate
negative effect on communication, thereby inhibiting clients from revealing pertinent
information and working on problems” (Hepworth et al., 2013, p. 169). These barriers to
verbal communication include but are not limited to reassuring, advising, giving suggestions
prematurely, threating, warning, or counterattacking, interrupting inappropriately or
excessively, judging, criticizing, or placing blame. For example, the virtualist social worker
should avoid reassuring, patients on dialysis, prematurely. This may convey to him or her that
you are not listening, paying attention, or understand their feelings (Hepworth, 2013). In

	
  
	
  

55	
  

	
  
response, a patient may say, “It’s easy for you to say that, you are not on dialysis. I am.”
Another example, virtualist social workers must be mindful and competent of is
counterattacking. Many times, patients call the CNU being verbally abusive. “Responding
defensively is counterproductive,” and usually results in further provocative responses

(Hepworth, 2013, p. 174). Instead of counterattacking, the virtualist social worker should ask
to explain services or intervene (depending on the given situation) at a time that is best for the
patient.
Assess for Preferred Personality Traits
The fifth best practice recommendation is to assess for preferred personality traits.
Delivering exceptional customer service is critical for health care organizations. However, in a
virtual setting, it takes one with special characteristics to effectively carry out this mission. In
addition to strong para verbal skills, one must be able to communicate forms of emotion in the
voice tone through inflections. One must know how and when to fluctuate tone, rate and
volume of speech so that client can sense or detect the social worker’s mood, confidence, sense
of happiness, and willingness to help. Furthermore, some professionals are reluctant to move
from behind traditional settings of social work practice to a virtual setting. The virtualist social
worker must be able to adapt, be comfortable, and competent using ICT to leverage
communication and interaction encounters to improve patient and provider outcomes.
Adhere to ASWB Standards for Technology
The sixth best practice recommendation is to adhere to the ASWB Standards for
technology use in social work practice. Although technology has made it possible for social
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workers to practice in a virtual setting. Social workers should always be mindful of risks of harm
to the public while incorporating technology in to practice. These concerns consist of the
following risks: lost or intercepted information, misleading websites, misrepresentation of
service providers, confidentiality, digital divides that can blocks access and success. Standard
one of the Standards for Technology and Social Work Practices emphasize how social workers
should conduct his or herself while performing services via telephone and other forms of ICT
(NASW and ASWB, 2005). The ASWB (2017) standard three addresses use of electronic
technology to gather, manage, store, and access information about clients. These standards
should be used in conjunction when following the NASW Code of Ethics (ASWB, 2017)
Operate within the NASW Code of Ethics
The seventh best practice recommendation is to operate within the NASW Code of
Ethics. Social workers who practice to “ensure professional competence, protect clients, and
uphold the values of the profession” are operating within the NASW Code of Ethics (2005, p.7).
It is critical to reduce the potential for harm or abuse of people in vulnerable situations, while
addressing ethical conduct, protection of the public, and protection of the professional self, social
workers practicing virtually should follow the NASW Code of Ethics standards for cultural
competence and vulnerable populations, privacy, confidentiality, documentation, and risk
management.
Conclusion
Due to the increasing and consistent use of technology, the concept of practicing social
work virtually will continue within the profession. The innovations of ICT are continuously
developing to improve interconnectedness in multiple fields of study, including social work.
ICT incorporated into social work practice adds value to planning, intervention, evaluation, and
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management of health and human services (Craig, 2014; Sledge, 2013). In addition, it aides in

improved patient satisfaction and health outcomes (Craig, 2014; Sledge, 2013). As a result, this
study has explored the major differences of medical social work practice in a traditional setting
versus a virtual environment through defining various roles and skills of social workers. Based
on themes developed through analysis, seven recommended best practices for translating medical
social work in a virtual environment have been developed to support social workers in the
integration of ICT and professional practice, as well as to help promote future research and
publication of best practices for the virtualist social worker.
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Appendix A
Case Notes

Thursday, 9/14/17
Today, I had 1 high risk call that was scheduled for 2 hours. We discussed 7 patients. The
team seemed prepared for the call. The Lead SW did an ok job of facilitating the calls at first, but
improved towards the middle/end. I rate it initially as ok, because it seem like everyone was
prepared on the call, but the facilitator. Everyone followed the team worksheet as should, but
failed to present a plan going forward of how they were going to address pt. needs until the next
call. I intercepted and asked what are we as a team going to focus on regarding pt. and pt.’s
needs until the next call? The team answered and identified a plan. I could tell that this kind of
set the tone with the group a little. Even the the LSW began to ask those types of questions to
initiate team plans. I followed up 10 additional programs today.
Monday, 9/18/17:
I attended the regional Lead Social Worker meeting. I am not a regional lead SW, my
supervisor asked CNU SW to be on the call, so that we are up-to-date on what’s going in the
field (in the clinic setting) This meeting is held every Monday, twice a day, 9:30 am or 1:pm. I
attended the 9:30am meeting. Today, this call was very short, approximately 20 minutes. The
lead social worker discuss updates in the field. We was made ware about a new medication that
Medicare has required to be included in the RX bundle and for dialysis patients to get it from
company’s pharmacy. I had on high risk call today that lasted for 2 hours, and 7 programs to
follow up on. Today, I was able to follow up on the program by reviewing and analyzing the
notes, communicate any issues or information that was not clarified in eCC with clinic SW/
clinic RN telephonically or via email.
Tuesday, 9/19/17
Today, I had 3 high risk calls and 6 programs to follow up on. Each high-risk call was
supposed to have last for 1 hour each, but today, the calls went over 10- 15 mins. This was a bit
annoying; because it displayed that the IDT was unprepared. During the calls, the IDT is to
follow a team work sheet that should be completed prior to the call. This is to add easiness in
reporting on the pt. However, on the call, I could tell that the CM and RDs was looking up
information that should have already been looked up and notes on the team worksheet. This was
adding unnecessary time to the call. Furthermore, because of their unpreparedness, the calls
went over, and over into the time that I was supposed to be on another call. This caused me to
jump off the current call and late for the second call.
Wednesday, 9/20/17:
My agenda for the day consisted of 2 high risk calls and 10 programs follow ups. The
first call was facilitated by me, due to the lead SW being on maternity leave and needed
coverage. The second call last for 30 minutes, discussing 3 high risk patients. Both calls were
thorough. Of the 10 programs that I followed up on , I completed 2 of them. These programs
were easy to complete, because they were more task related than behavior related. When
addressing issues involving behavior, the process is usually a lot longer verses issues that are
task related, like ensuring that skilled nursing facility follow through with dialysis clinic
readmission process, since pt. was d/c from clinic due to absent from clinic for 30 days.
Furthermore, my follow up consisted of me communicating with the clinic IDT via email, CNU
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coordinators via skype, reveiewing notes in eCC and making follow up calls to the clinic and
patients.
Thursday, 9/21/17:
My agenda for the day consisted 2 high risk calls and 6 program follow ups. The first call
last for 1 hour. The call was very smooth. The IDT followed the team worksheet as requested
and all the disciplines had individual focus/plan for over the next month until call 3 for the
quarter. The second High risk call, I facilitated instead of the lead Social Worker. Thiso was due
to the lead Social worker being on maternity leave. The ESCO manager from CNU was on this
call as well. This call was good, everyone was prepared, folled the teamworksheet as requested
and reported their focus/plan until the call. The ESCO manager provided comments and made
good suggestions. The 6 follow up programs consisted of me revieweing notes made by IDT in
eCC, communicating with clinic SW by phone and email regarding updates with patients and
making recommendations, making follow up calls to patients using contractual and
documentating all interactions, communication in MedHok, CNU documentation system.
Monday,9/25/17:
My agenda for the day consisted of 4 high risk calls and following up on 5 programs. 2 of
the calls only last for about 30 minutes. 1 of the calls lasted for an h. our. The last call was 1 ½
hours (5pm-6:30pm EST). During the 1st call, I did not like how the IDT had the “ we done did
all we can do approach.” I understand that we cannot make patients comply with tx, they have to
have some intitiative to want better for themselves. Therefore, as a team, only much can be
done. One of our values of the company is having a no limits mindset, and being on a lot of these
high risk calls entails that a lot of our employees does not coincide with this value. It seems like
they are ready to give up. I listen to the team and hear more excuses and compliants than
anything. As a social worker, I just feel like, no matter what, we do not give up on our patients,
even when they give up themselves. There should be a continuous effort in addressing what ever
the issue may be, even if its doing the same thing or saying the same thing to the patient, over
and over again. The last high risk call for today , 5pm-6:30pm EST (2-3:30 Mtn), was not a bad
call. The only thing I didn’t like about this call, was the facilitator failed to give me a chance to
voice my concerns and offer recommendation. At one point, I felt as if this was being done on
purpose. It didn’t matter, because I had to take it, tom ensure that CNU voice was heard. The
follow ups for the 5 program today wer not complicated at all. I completed one of the programs.
The patient needed by CNU MSW. With another program, the clinic SW and I communicated
via email regarding updates with pt. I then documented in our documentation system, the
inbound and outbound emails in MedHok. The remaining patients, I reviewed notes from clinic
IDT in ecu be Clinicals, eCC, and made calls to the patients. The patients did not answer, I
documented the reviewing of the notes and the calls transactions numbers into MedHok, and
created a follow up for those patients by early part of next week.
Tuesday, 9/26/17:
My agenda consisted of following up on 2 programs, reviewing 1 new program, and
attending 3 high risk calls. The follow up on one program, which was patient A. This follow up
consisted of me reviewing notes in pt.’s HER to determine if pt. has been attending txs as well
as any pertinent information that pertained to pt.’s health, well-being, behavior, or psychosocial
status. I reviewed notes from all IDT, there were no new notes besides notes from the RN stating
that pt. was not at the clinic for tx. I then called pt from contractual and documented the call in
the documentation system. Patient did not answer, I left a voicemail. I set his follow up in the
documentation system for appproximately 1 week and a half since the priority level for this
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patient is identified as low, because pt. has a long hx of missing 1 tx per week. Follow up on
program 2 for patient B, consisted of me trying to contact the clinic SW to discuss pt. and
recommend SW interventions to address tx and medication compliance. Contactual was used to
make the call. Clinic SW was not available at the time. I left a message for clinic SW to return
call or contact me via email regarding pt. I documented call transaction number in to
documentation system, and created a follow up with the clinic SW 3 days from today. Follow up
on the new program, for patient C, consist of me reviewing the CNU RN note in the reffered
behavior program. Then I pulled up pt. HER using Ecube Clinicals (eCC) , reviewed all notes,
chairtime tx data. I reviewed the clinic SW’s notes to determine her engagement with pt, as well
as to identify the specific SW assigned to the pt. This eliminates extra time for clinic Secretaries
to figure which sw assigned to particular pt when calling the clinic. After the specific SW is
identified, I pull up another system called PANELs, which contains PHI, ESCO Market info,
Clinic Information (clinic number, a list of clinic personnel, etc) to get the clinic’s phone number
to follow up with clinic SW. I spoke with the SW to determine SW biggest concerns and
compare them with CNU RN concerns, identified the issues, and came up with an agreed plan to
address the issue. I recommend that clinic SW screen pt. for SWI (Social Work Intensive) to
determine root cause for resistance for assistance and non compliance with tx. Following that, I
attended 3 High risk calls, which last 45 mins-1.5 hours each. The calls today were, call 2 of
quarter 3. Therefore, each patient on the call was supposed to be discussed for about 5-7 mins
each. However, like many calls, it goes over the limit. Today, the calls were ideal, the IDTs
reported on the patients, provided their follow up feedback from call 1. Some of the teams
already had a focus/plan over the next month till call 3, and some didn’t. I and other members of
the call help some clinics identify a focus/plan until the next month. Some of the teams were
open to the open to the recommendations, and some were reluctant.
Wednesday, 9/27/17:
I covered 5 high risk calls. These calls were semi long and tactful. The Lead Social Worker on
calls 1 and 2 facilitated the calls to where the IDT was just reporting on the pt. and were failing
to clarify an established focus/plan for the next call. This was a bit disappointing, because myself
and the 2 CNU SWs and members of CNU has stressed this to the lead Social workers and other
IDT. The Lead Social worker who facilitated calls 3 and 4 was very thorough. I appreciated how
she followed the teamworksheet as request and probe for additional information from the IDT.
She displayed a great representation of having a no limit mindset. She ensured that the focus/plan
from the previous call was reviewed and followed up on from the team, as well as a new team
focus/plan was established over the next month, until the next call. I furthermore, I followed up
on requests from previous high risk calls, that were sent via email. The requests were concerning
the clinics needing assistance with scheduling endocrinology apt and connecting pt to a primary
physician . Making referrals this way establishes a direct person whose already available from
the CNU and follows through with the request. This is a convenience to the IDT in the clinics,
because it increases their time with other patients who are not part of ESCO or time to do other
things in the clinic.
Thursday, 9/28/17:
Today, I did not have time to do any follow up programs due to being on 7 ESCO &
Non- ESCO High Risk calls and 1 skype meeting conference for training on the updated
documentation, MedHOK. The skype meeting conference training did not go well due to
technical difficulties. The skype meeting was rescheduled, however the trainer also emailed a
powerpoint copy of the training, and that was easy to follow. These calls went accordingly,
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however, when 3 of the teams would make statements like, We’ve done all we can do or there’s
nothing else we can do, its up to the patient, we can’t make the patient come and do what he or
she should be doing. I would challenge the team by asking questions such as:
•   what do you think is most important to the patient to focus on or improve regarding his
or health and overall well-being?
•   What are some things that we can do differently as a team?
When I asked these type of question, the team members responded passive aggressively, while
still failing to answer the question(s) and would further say this pt. has a long hx of non
compliance, we’ve done it every way possible.
I’ve thought about challenging the team members when they make such comments as to pull out
the evidence that every way to address this issue has been done, if there is no record of the action
actually being implemented and documented in eCC, I would recommend for who ever to re-do
it, and document it in eCC, then that way the entire team would have access to it and know that it
was completed., I say this because a lot of time when look IDT notes in eCC about a pt. ormpt.’s
issues, things are not always being documented. Im not saying that they are not getting done, Im
just saying that its not always documented, and if its not documented, to me that means that it
was not done.
Friday, 9/29/17:
Today, I had 1 Humana high risk call, 1 ESCO high risk call, 5 follow ups, and 3 requests
via email to follow up on. The 3 request I reveived via email were from clinic SW who were
requesting assistance with obtaining DME, housing resources, and coordinating medical
appointments. I completed coordination template for each request and submitted request to
coordination team via MedHok. On one high risk call the clinic SW was not on the call, but she
had completed her portion of the worksheet for the CM to report on it on her behalf. The second
high risk call, went well. I made recommendation to the clinic SW and she was willing to
implement recommendations. With the follow up programs, I reviewed notes in eCC, contacted
clinic SW and patients telephonically via contactual (some SW electronically, via email)
regarding updates or to suggest recommended interventions, and then documented all
interventions in Medhok.
Monday, 10/2/17:
My agenda for the day consisted of 1 Lead SW Skype Conference Call, 1 High Risk call,
and 6 follow ups. On the Lead Social Work conference call the corporate SW presented with 2
other speakers and showed PowerPoint interactively via Skype regarding updates and processes
with SWI program and Data Entry system. Once again, CNU MSWs attend these calls at the
request of the supervisor so that we stay instinct with field. Furthermore, with one of my follow
ups, an assigned pt. was admitted to the hospital for being suicidal this past Friday (9/29/17). I
called the hospital where pt. was admitted; spoke with hospital SW regarding in d/p established
for pts. I was made aware that a d/c plan had not yet been established, and that they normally set
pt. up with outpatient mental health services. I explained services CNU offered and explained
how our ultimate goal is to reduce recurring hospitalizations. I was calling to determine a d/c
plan so that I could help reinforce pt. follow through with appointments made by hospital SW by
consulting with the clinic SW/ IDT and following up with pt. However, pt. does not yet have a
d/p. Of course, I will monitor pt. hospital stay remotely and f/u accordingly.
Tuesday, 10/3/17:
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My agenda for today consisted of 3 ESCO calls and 5 follow ups. Two calls were a bit
smooth today, the team was prepared, reported and provided their focus/plan for over the next
month until call 3. The one team that was not prepared, only the clinic RD was on the call , with
only her portion of the team worksheet completed. The RN nor the Clinic SW was on the call ,
and neither had the portion of the team worksheet completed. The lead social worker seemed a
bit frustrated, in which I would have been too. However, she wasn’t sure if she should reschedule
the call. I chimed in and expressed that rescheduling a call would not be necessary due to
inconvenience of time barriers, and that the clinic RN and SW should complete their portions of
the team worksheet, and email them to me and Kasey (the person who distributes the list of
patients to be discussed on the calls to the regional lead social workers). Also, instructed the
Lead SW and clinic RDbto make clinic manager (RN) amd the clinic SW the expectations of
them being on the call and or ensuring that their portion of the team worksheet is completed and
ready to report on.
Wednesday, 10/4/17:
No ESCO high risk calls today since call 2 for quarter 3 for all clinics across the US, who
are part of the ESCO markets, are completed. The last call for this quarter, call 3, for the clinics
will begin in approximately 2 weeks. My supervisor ask the CNU SWs via email, if our
shchedule permitted, to listen on a Cigna Call as she presented the Social Work Intensive
program and to Cigna Behavior program reps. During the call and WebEx presentation, I notice
some overlaps in services provided. Furthermore, I could see some of the gaps that could be
filled if Cigna and Fresenius collaborated in efforts to address behavior/ mental health in
patients. For an example, since Cigna has access to provider information, information on
psychotropic medications, behaviorist and psychiatrist that works directly under them, CNU SW
could consult about a particular medication or if deemed a dialysis patient (with Cigna
insurance) need advance counseling or therapy setup services with Cigna via their behavior
program. This call was a good call. Both reps from Cigna and Fresenius also notice the gaps and
were willing to set aside time to develop a process for the collaborative effort. Beside this, I
followed up on 9 programs. Some of the follow up for the programs were past due. This is
something that CNU MSWs also struggle with and its primarily associated with having to be on
the ESCO calls. Due to having only 3 CNU MSWs , and participating in approximately 300 high
risk calls per quarter, we tend to get behind in our follow ups for our assigned programs. It has
gotten better from when I first started, however, we still tend to fall behind. Plus, we still are not
able to attend every call since its only 3 of us. They had been looking at aloowing some of CNU
intervention specialist RNs to facilitate and or represent CNU on the calls.
Thursday, 10/5/17:
My agenda for today consist of completing follow ups for assigned programs since call 2 for the
quarter are done, no esco calls will be on the agenda until 10/16/17; then call 3 for the quarter
will begin. Today, I worked over a little in efforts to catch up on assigned programs. I worked on
14 program’s follow up. Some of these follow ups consist of responding to emails and returning
calls to clinic IDT and or making recommendations to clinic staff re tx adherence, fluid
management, and other case management needs. . I also made calls to patients to reinforce
education re tx adherence, or and building rapport.
Friday, 10/6/17:
No ESCO calls today. However, I attended the biweekly CNU MSW call with director of care
management (my supervisor). On the calls, we ususally share an cases that we are having some
difficulty with and ask for any suggestions or recommendations on how to go about addressing
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the case. Well, today, I discussed a pt. that I ve been having difficulty with every since I was
assigned her program. I shared with the team and my supervisor that I felt like I wasn’t getting
anywhere with this pt. I felt that the pt. would benefit more from face to face interaction than
telephonic engagement. I made my supervisor aware that she was on my agenda to call today and
would f/u with her to make her aware of the nature of the call. This pt. lives in GA and is very
difficult to communicate with. She yells and talks very disrespectfully asking questions like
“what you want” but in a very loud, disrespectful tone. She’s been this way for the last 5-6 mos,
but today was very different. It was way worse. The call resulted in me having to end the call
early. I informed the pt. that the call would not continue if she continues to talk to me in a
disrespectful manner. Well, pt. continued and I ended the call. Fifteen minutes later, I received a
call from MPS stating that pt. was on the other line. I informed MPS what occurred and that from
a professional standpoint, it would be best that I follow up at a later time.
Monday, 10/9/17:
While attending the lead social work call that occurs every Monday. I skyped my supervisor to
make her aware of what occurred with pt. that I reported on during the CNU MSW meeting. My
supervisor asked me to provide her the transaction id of the phone call in case pt. wanted to
complain. She also suggested that I reached out to the Field RN in the GA and her supervisor to
discuss issue and collaborate on next best strategy regarding the pt. I sent an email to the RN
(the GA field RN) and her supervisor (a MSW) to set aside some time to discuss pt and come up
with how to work with pt. going forward. Everybody agreed to 10:30am on 10/10/17, the RN
supervisor (the MSW) provided a call in number. For the remainder of the day, I worker on
program follow ups; 12 to be exact. This included contacting and consulting with the clinic IDT
or the pt, or an outside agency, communicating and documenting in Medhok to create and
improve transparency.
Tuesday, 10/10/17:
I worked on 8 follow up programs. One follow up was very lengthy. It consisted of me
contacting a clinic SW to get some rational regarding an issue with tx adherence and an
Involuntary Discharge. I contacted the pt. afterward, and pt. revealed that she wants to return to
the clinic, all other clinic in the are denied her admission, and that transportation has been an
issue. Called clinic back to advocate on the pt.’s behalf and call pt. back amnd gave her some
homework, ehichh involved her call the DSS and getting her Medicaid reinstated so that she can
also have transportation assistance if she’s able to return to her home clinic. I plan to follow up
with that case next week. I also participated in the conference call regarding the pt. who can
describe has difficult. I provided the field RN and her supervisor, some back groun d
information, anddirected them to review notes made by other disciplines that are part of CNU in
Mehok. I informed them that Im not getting anywhere with pt. at all telephonically, and that I
believe she would benefit from face to face interaction. They both agreed and I was able to close
the behavioral program I had open for her (yessssssss!!).
Wednesday, 10/11/17:
Today, I cleaned up my email. I responded to emails and carried out requests from clinic SW for
care coordinators. I also read up on new advised policies. Lastly, I worked on 8 program follow
ups with the follow up programs, I reviewed notes in eCC, contacted clinic SW and patients
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telephonically via contactual (some SW electronically, via email) regarding updates or to suggest
recommended interventions, and then documented all interventions in Medhok.
Thursday, 10/12/17:
My agenda for today consist of 8 program follow ups. One of my follow up with a clinic SW was
very lengthy, approximetly 1 hour long. The clinic SW seemed very overwhelmed, she has tried
many interventions with pt. however, pt. want attempt to do anything for him self. Most of the
call consisted of clinic SW venting to me. I encouraged her to not give up on pt., but do no more
than what they are willing to do for his or her self. I encouraged her to continue to educate and
provide necessary resources as needed. The remainder follow ups consist of, reviewing pt.’s
record and trends, emails and phone calls to pt. or clinic IDT, and documenting in Medhok.
Friday, 10/13/17:
I was on PTO
Monday, 10/16/17:
I was on PTO
Tuesday, 10/17/17:
ESCO calls has started back this week. We are now completing call three, which is the
last call for this quarter. So today, I only had 2 ESCO calls. These last calls of the quarter were
short compared to the first 2 calls. The IDT spent anywhere from 3-5 minutes per patient. Follow
up and recommendations from the previous call were discussed as well as the continued plan
until next quarter. Calls today seemed easy and smooth. Everyone was prepared. Today, I also
attended a conference call with my supervisor and the 4 other social workers in the CNU. We
discussed the possible workflows and processes for collaboration between, one of our Lines of
Business, Cigna and CNU. In particular, we discussed how we can close in gaps in behavior
sector with Cigna Behavior health program and our Social Work Intensive program and possibly,
what would those processes look like. The call was very informative and collaborative. I also
completed 5 program follow ups for today.
Wednesday, 10/18/17:
Today, I wasn’t scheduled to attend any ESCO/Non Esco calls. I completed open
enrollment for next year’s benefits and completed 11 program follow-ups. I emailed and
returned calls to clinic IDT, made recommendations to clinic staff re tx adherence, fluid
management, and other case management needs. . I also called a couple of patients to continue
efforts in building rapport and reinforce tx adherence education and encouragement. I completed
all documentation in our documentation system, Medhok.
Thursday, 10/19/17:
My agenda for today consist of 4 Esco calls and 4 program follow ups. These calls were
done via Skype. The calls went well. I like doing the calls via skype verses telephonically
because it seems more interactive. I or someone else on the skype could take turns showing our
desktop, or if we need to look up a pt. the presenting could should their desktop screen and
everyone could see it. I just like doing the calls via computer that the telephone. Today, it
seemed as team members were more prepared for the calls, they did not only report on their
findings and recommendations from the previous call, they also had established plans to focus on
for the next month until ill go into quarter 4. Some of these pt. may continue to quarter 4, some
may drop off, this depends on many factors.
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Friday, 10/20/17:
No ESCO Calls today. My agenda for today consist of completing follow-ups for assigned
programs since I had no assigned ESCO calls today. Today, I worked on 16 programs. Some
programs were lengthier, which required more time. What made these calls lengthy were the tele
consults. However, most of the programs follow up process were short. This is why I was able to
get more done today. I have noticed that this is not always the case. The follow up process
consists of analyzing/reviewing IDT notes in Ecube clinical, responding to emails and returning
calls to clinic or patients, and making recommendations to patients and or IDT in the field.
Monday, 10/23/17:
My agenda for the day consisted of 1 Lead SW Skype Conference Call, 4 High Risk call, and 5
program follow ups. These calls were a lot shorter and smoother. IDT spent 3-5 minutes
discussing patients. Where the IDT spent more than 3-5 minutes per pt. as well as the cals went
over a few instances. However. It seemed as if this team was well prepared for this call verses
call with an established focus plan for the next 30 days/or quarter 4. Furthermore, my follow up
consisted of me communicating with the clinic IDT via email or and phone, CNU coordinators
via skype, reviewing notes in eCC and making follow up calls to the clinic and patients.
Tuesday, 10/24/17:
My agenda for the day consisted of 5 High Risk call and 3 program follow ups. Once again,
these calls were smoother. IDT spent 3-5 minutes discussing each patient on the call. We
discussed 10 patients on 1 of the calls. The other calls Where the IDT spent more than 3-5
minutes per pt. as well as the cals went over a few instances. However. It seemed as if this team
was well prepared for this call verses call with an established focus plan for the next 30 days/or
quarter 4. Furthermore, my follow up consisted of me communicating with the clinic IDT via
email or and phone, CNU coordinators via skype, reviewing notes in eCC and making follow up
calls to the clinic and patients.
Wednesday, 10/25/17:
My agenda for the day consisted of 3 High Risk call and 7 program follow ups. These calls were
done via Skype. The calls went well. Sadly, many of the patients on today’s call expired,
transferred to another SNF that has an in center dialysis, or to a competitor dialysis provider.
CNU MSW informed the IDT that even if the patient transfer to another clinic, they still must be
followed if they are in the ESCO market, or until they receive 50% of their dialysis tx and
services at their new clinic. For the patients that expired, I documented in our system so that pts
can be removed from the list, hopefully, by next quarter. Furthermore, my follow up consisted of
reviewing IDT notes in Ecube clinical, responding to emails and returning calls to clinic or
patients, CNU coordinators via skype.

Thursday, 10/26/17:
My agenda for the day consisted of 6 High Risk call and 4 program follow ups. These
calls were done via Skype. Calls went accordingly. IDT was prepared, with completed team
worksheets and focus plans until Quarter 4 call 1. Furthermore, my follow up calls revieweing
notes made by IDT in eCC, communicating with clinic SW by phone and email regarding
updates with patients and making recommendations, collaborating with CNU Coordinator and
RNs via skype and phone, making follow up calls to patients using contractual and documenting
all interactions, communication in MedHok, CNU documentation system.
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Friday, 10/27/17:
My agenda for the day consisted of 2 High Risk call and 8 program follow ups. These
calls were not done via skype. The lead social workers did not have their skpe meeting setting up
yet, so these conference calls were done telephonically. One High-risk call lasted for 1 hour and
the second call last approximately 30 minutes. The IDT on the first call was very much prepared.
This team provided an excellent report on pts/, reports from the follow up and reported on a very
detailed focus plans until Quarter 4 call 1. The second call was smooth . No issues. The team was
receptive to the LSW and ESCO Manager recommendations regarding the patients, with no
hesitation. Furthermore, my follow up calls reviewing notes made by IDT in eCC,
communicating with clinic SW by phone and email regarding updates with patients and making
recommendations, collaborating with CNU Coordinators via skype , making follow up calls to
patients or and clinic SW using contractual and documenting all interactions, communication in
MedHok, CNU documentation system.
Monday, 10/30/17:
My agenda for the day consisted of 1 Lead Social Work call, 5 High Risk call and 4
program follow ups. Almost all of the calls were online meetings via skype, except 1 call. These
high risk calls were anywere from 30 minutes to 1 hour long. The teams provided good reports
on pts/, reports from the follow up and focus plans until Quarter 4 call 1. The teams were
receptive to recommendations regarding interventions to carry until Quarter 4 call 1. For the
program follow ups, I reviewed notes made by IDT in eCC, communicated with clinic SW
regarding updates with patients and making recommendations, collaborated with CNU
Coordinators via skype , maked follow up calls to patients or and clinic SW using contractual
and documenting all interactions, communication in MedHok, CNU documentation system.
Tuesday, 10/31/17:
My agenda for the day consisted of 2 High Risk call and 9 program follow ups. Both
calls were online skype meetings. Both High-risk calls lasts for approximately 30 minutes. The
IDT on the first call was very much prepared with focus plans. No recommendations given on
these conference calls. After the calls, I worked on the program follow ups. I reviewed notes
made by IDT in eCC, communicated with clinic SW regarding updates with patients, offered
recommendations, made follow up calls using contractual and documenting all interactions,
communication in MedHok, CNU documentation system.
Wednesday, 11/1/17:
Quarter 3 call 3 calls has officially ended . Quarter 4 call 1 calls will begin 11/20/2017.
On another note. I responded to emails and carried out requests from clinic SW for care
coordinators. Lastly, I worked on 8 program follow ups with the follow up programs, I reviewed
notes in eCC, contacted clinic SW and patients telephonically via contactual (some SW
electronically, via email) regarding updates or to suggest recommended interventions, and then
documented all interventions in Medhok. During contact with some of the clinic SWs, when I
would recommend SWI, motivational interviewing, or other interventions, social workers were a
bit resistant. They would give the excuse of I’ve already done SWI with the pt., or the pt. is not a
candidate for SWI, or we have done everything there is to do. During many instances, I would
have to challenge the clinic SW regarding their approach about SWI with the pt. Reminding
them that they should not be asking the pt. do you want to participate in a program, they should
be utilizing the tools regardless, however approach is key. I shared an example of when I worked
in the clinic setting , and the approach I used to get the pt. more interactive during sessions.

	
  
	
  

73	
  

	
  

Some social workers motivation level to try again improved, and some social workers had the
whatever type of attitude.
Thursday, 11/2/17:
No ESCO Calls today. My agenda for today consist of working on 9 follow-ups for assigned
programs since I had no assigned ESCO calls today. Some programs were lengthier, which
required more time. This was due to the lengthy tele consults with Hospital case managers, SNF
social workers/RN, clinic SWs, or and patients. The follow up process consists of
analyzing/reviewing IDT notes in Ecube clinical, responding to emails and returning calls to
clinic or patients, and making recommendations to patients and or IDT in the field, and creating
coordination programs for coordinators to follow.
Friday, 11/3/17:
My agenda for today consist of 1 bi weekly CNU MSW call with director of care management
(my supervisor). On the calls, we discuss cases that we are having some difficulty with and ask
for any suggestions or recommendations on how to go about addressing the case. This week, I
didn’t have any major issues to discussed, however, a couple of my team members did.
Therefore, we analyze and dissect the issues, came up with solutions. No ESCO Calls today. My
agenda for today consist of working on 8 follow-ups for assigned programs since I had no
assigned ESCO calls today. Once again, today, I followed up with Hospital case managers, clinic
SWs, and patients. The clinic IDT notes in Ecube clinicals were reviewed, I responded to
emails and returned calls to clinic or patients, and made recommendations to patients and or IDT
in the field, and created a few coordination programs for coordinators to follow up on.
Monday, 11/6/17:
My agenda for the day consisted of 1 Lead Social Work call and 12 program follow ups. No
ESCO Calls today. The program follow-ups consists of analyzing/reviewing IDT notes in Ecube
clinical, responding to emails and returning calls to clinic or patients, consulting with SNF,
hospital case manager, and dialysis staff. making recommendations to patients and or IDT in the
field, and creating coordination programs for coordinators to follow up on.
Tuesday, 11/7/17:
No ESCO Calls today. My agenda for today consist of working on 12 follow-ups for assigned
programs since I had no assigned ESCO calls today. However, I was only able to work on 8
because of the type of program that I was working on. Today, quincidently, I had 2 cases were
patients were IVD (Involuntary discharged) and needed dialysis placements. They were IVD due
to behavior problems, loud disruptions in the clinic, threats to physically harm the staff, and one
pt. ripped out her needles. These programs were lengthier, which required me to contact pt., pt.’s
family, worked with coordinators to locate other dialysis placement, come up with a behavior
plan/ agreement to be reviewed and signed by pt. MD, and other members of IDT. All
interactions were documented into Medoc
Wednesday, 11/8/17:
No ESCO Calls today. My agenda for today consist of working on 9 follow-ups for assigned
programs since I had no assigned ESCO calls today. 6 of the 9 programs was from yesterday I
just followed up on, consisted of me mostly advocating for the pts. The remainder of the
programs consisted of tele consults with clinic SWs or and patients. The follow up process
consists of analyzing/reviewing IDT notes in Ecube clinical, consulting with IDT, making
recommendations to patients and or IDT in the field, and creating coordination programs for
coordinators to follow.
Thursday, 11/9/17:
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No ESCO Calls today. My agenda for today consist of working on 14 program follow-ups.
Lengthy tele consults with Hospital case managers, clinic SWs, other providers and patients.
The follow up process consists of analyzing/reviewing IDT notes in Ecube clinical, responding
to emails and returning calls to clinic or patients, and making recommendations to patients and or
IDT in the field, communicating findings from other providers to clinic and consulting and
collaborating with CNU staff. .
Friday, 11/10/17:
No ESCO Calls today. My agenda for today consist of working on 10 program follow-ups. Has
lengthy collaboration regarding care plan and coordination plan with CNU MSW team and CNU
SOS (Service Operation Specialist) (the coordinators). Lengthy tele consults with Hospital case
managers, clinic SWs, other providers and patients. The follow up process consists of
analyzing/reviewing IDT notes in Ecube clinical, responding to emails and returning calls to
clinic or patients, and making recommendations to patients and or IDT in the field.

Monday, 11/13/17:
My agenda for the day consisted of 1 Lead Social Work call and 8 program follow ups.
CNUMSW, Kasey presented on the LSW updates regarding Quarter 4 High risk calls and the
merging of ESCO and Non Esco (sub capitation program) patients into one list. Also, re
educated on requirements for the High-risk calls, and how to go about determining the ESCO
Markets, and which patients in the markets. No ESCO Calls today. The program follow-ups
consists of analyzing/reviewing IDT notes in Ecube clinical, responding to emails and returning
calls to clinic or patients, consulting with p;roviders and dialysis staff, making recommendations
to patients and or IDT in the field, and creating coordination programs for coordinators to follow
up on.
Tuesday, 11/14/17:
No ESCO Calls today. My agenda for today consist of working on 12 program follow-ups.
Lengthy tele consults with Hospital case managers, clinic SWs, other providers and patients.
The follow up process consists of analyzing/reviewing IDT notes in Ecube clinical, responding
to emails and returning calls to clinic or patients, and making recommendations to patients and or
IDT in the field, communicating findings from other providers to clinic and consulting and
collaborating with CNU staff. .
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Appendix B
Tables. Interpersonal Skills compared in the general role of SW verses when skill is applied in
the cyber environment.
Table 1: Enabler
Applied in General Social Work Practice
Environment
-   Meet with pt. to identify needs
-   Meet with pt. to help brainstorm
problems and solutions
-   Meet with pt. perform root cause
analysis
-   Meet with pt. to select most
appropriate strategy to address need.
-   Meet with pt. to identify
positive/negative behavior changes
-   Review and discuss care plan w/ pt.
-   Meet with IDT to review and discuss
care plan.

Applied in Social Work Practice in Cyber
Environment
-Call clinic SW to identify clinic needs
and pt.’s need to assist with improving tx
adherence
-Speak with Clinic SW/IDT
telephonically to help brainstorm
problems and solutions.
- Via phone, CNU SW and clinic SW/IDT
-Agree on most appropriate
solutions/strategies/plan to implement
-Email clinic SW to remind/ provide
update
-Email clinic SW/IDT to offer additional
recommendations

Table 2: Broker
Applied in General Social Work Practice
Environment
-   Meet with pt to verbally refer pt. to
local DSS for transportation to and
from dialysis, medical appointments,
and other needs
-   Meet with pt. to verbally refer pt. to
substance abuse treatment and
-   Face to Face (F2F) with pt.to refer to
food banks, church and community
centers to assist in dietary/nutritional
needs of individuals
-   F2F with pt to discuss and refer to
centers for mental health evaluations
and counseling

Applied in Social Work Practice in Cyber
Environment
-   Consult with clinic SW/IDT regarding
resources locally, in state, or and out
of state.
-   Provide clinic SW/ IDT with list of
researched resources to review,
discuss, and connect pt. to:
-Transportation
-Food banks
-Church/community centers
-Mental health services
-Support Groups
-Vocational Rehab Services
-VA benefits/services
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-   F2F w/ pt. or pt.’s family to refer pt. to
support group to help cope with being
on dialysis.
-   F2F w/ pt . to discuss and refer pt. to
vocational rehabilitation for pt.’s on
dialysis that are able to resume work/
-   F2F w/ dialysis patients who are
veterans to discuss VA benefits and
connect the VA for all medical and
psychosocial needs.

-   If clinic SW is not available or absent
from the clinic to review, discuss, and
connect pts to the community
resource, that CNU MSW will be the
extra layer of support for the clinic
and act among the clinic SW
duty/responsibility telephonically and
or electronically( EMR/ fax/email).

Table 3:Advocate
Applied in General Social Work Practice
Environment
- Meet with pt. to empower and educate
regarding obtaining benefits from health
insurance providers.
-Meet with pt. to review pt. rights.
-Consult with health providers in the physical
presence or via teleconference with the pt. to
secure resources and or benefits.
-Express pts.’ concern and needs to the clinic
IDT during care plan meeting
-Express pt.’s concerns and needs to the pt.’s
family regarding end of life , hospice,
withdrawal from dialysis during care plan or
during a family meeting.

Applied in Social Work Practice in Cyber
Environment
- Consult with pt. telephonically to
empower and educate on securing benefits
from health insurance providers and
community respurces.
-Consult, review, and argue patients rights
with clinic IDT, health insurance
providers, and community resources
regarding choice to withdraw dialysis tx,
transfer to another insurance provider.

Table 4: Mediator
Applied in General Social Work Practice
Environment
- Meet with dialysis patients and clinic staff to
present presentation on professionalism in the
clinic due to both patients and staff
complaints of attitudes and rudeness on the tx
floor.

Applied in Social Work Practice in Cyber
Environment
-Intervene during high risk call when clinic
disciplines feel that they have done
everything, when another discipline feels
otherwise, an d choose to challenge their
efforts in exploring another strategy. During
this time CNU SW is nneutral allows all
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- Implement conflict resolution between two
patients
-Implement conflict resolution between clinic
staff members.

discipline to share their options and facts,
identify misconceptions, compromise, and
agree on an action plan.

Table 5: Negotiator
Applied in General Social Work Practice
Environment
- A pt. who normally 2-3 txs per month wants
a 1st shift chair. Clinic SW would meet and
Review MOST reports with pt. so that pt. can
have a visual of how many txs he missed and
negotiates an agreement that if pt. can go 3
consecutive months with missing only 0-1 txs
, pt. name can be moved to 1st shit waiting
list. Or, If pt. can go 3 consecutive months
without missing any txs, pt. will be
considered for 1st shift chair and as soon as
one become available, he or she could have it.
Pt. must remain compliant with tx prior to
obtaining 1st shift chair and afterward. If pt.
misses a tx with an un-excusable absence, pt.
will go back to 2nd shift.

Applied in Social Work Practice in Cyber
Environment
-With pts. Who have been IVD due to
behavior reasons and now has to get their
dialysis tx at the local hospital/ ER, CNU SW
usually consults with the pt. and hospital staff
( rounding MD) independently regarding a
behavior agreement in order to get admitted
back into the clinic pt. was IVD or any clinic
in the area. Usually, when a pt. is IVD, their
record follows them, and no dialysis clinic in
the area will accept him or her as a pt. In
order to get through this obstacle, pts need to
present some type of evidence to show that
are capable of behaving appropriately in the
clinic or in a manner that does not threaten the
safety of the clinic staff or other patients.
Therefore, 2 agreements are established. One
is between the hospital, rounding MD and pt.
and if pt. fuflfills agreement requirements,
another agreement to get admitted to or
return to home dialysis clinic is implemented
before pt. starts dialysis.

Table 6: Educator
Applied in General Social Work Practice
Environment
- Meet with pt. at chairside or and pt.’s
family in conference room to review, council,
and discuss right start educational materials

Applied in Social Work Practice in Cyber
Environment
- Consult and educate with IDT on High
Risk calls about available resources in the
area.
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and implement teach back strategies for the
following:
- dialysis in the 1st 90 days
- changes in health insurance
- changes in treatment RX or
-changes in tx schedule
- Resuscitation statement/ policy
-coping mechanisms
- Renal diet
-clinic’s policies and procedures
-Community Resources:
- transportation programs
-Food banks.

-Consult and educate IDT on High Risk calls
about different behavioral interventions that
all disciplines can use to address tx
adherence, binder and med compliance, and
other issues.
-Educate Clinic , and IDT on High Risk calls
about value base program, ESCO Markets,
Sub cap pts and the services available.
-Educate Lead Social Workers on changes
within Care Navigation Unit and it’s Partners
so that the information can be distributed to
the field social workers.

-After initial and 6 month point, clinic SW
meets with pt. to reeducate annually.
-If pt. is ESCO pt. or part of sub capitation
program, meet with pt. to discuss Care
Navigation Unit resources and assistance

Table 7: Coordinator
Applied in General Social Work Practice
Environment
- Clinic SW meets with pt. at chair side
during tx or consult via telephone to identify
areas of need , and make arrangements based
on need of the pt. such:
- arrange transportation to and from tx
- schedule Dr apt in relation to dialysis
- organize actions that need to be carried
out and implemented
-mental health services
- substance abuse/counseling.

Applied in Social Work Practice in Cyber
Environment
- CNU SW obtain request for coordination of
services via email, skype or telephone from
clinic IDT or and pt. and submit to CNU
Coordination team to be worked.

Table 8: Facilitator
Applied in General Social Work Practice
Applied in Social Work Practice in Cyber
Environment
Environment
- Clinic SW lead group activities with patients - Lead Monthly Risk Calls with IDT on
on the tx floor such:
ESCO & Sub-cap patients.
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- education on pt. surveys
- Vitalitty Day
- Tx adherence clinic educational
gasmes & raffle/

- Facilitate collaborative efforsts include CNU
Coordinator & CNU RN

	
  
	
  

